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ABSTRACT 
 
Monitoring and evaluation (M&E) are essential tools for businesses, projects and 
service delivery structures.  The majority of managers in health institutions are from 
a clinical background and do not use business intelligence principles to manage or 
monitor performances in their domains.  Literature has revealed that managers in 
South African public health institutions do not monitor and evaluate their data 
regularly; likewise the most important information is not consolidated for easy 
reference and assessment.   A pilot study of the introduction of an M&E dashboard 
was implemented at the East London Hospital Complex (ELHC) in May 2011 at the 
request of the Superintendent General of the Eastern Cape Department of Health to 
address this challenge.  The current study explored the experiences of managers in 
the implementation of an M&E dashboard at the ELHC in the Eastern Cape. 
 
To establish managers’ experiences, a quantitative, exploratory and descriptive 
study was undertaken to gain insight, while accurately depicting the experiences and 
perceptions of managers of the dashboard.  A survey questionnaire was developed 
to undertake a case study with respondents, who were involved in the initial 
implementation of the dashboard project at the ELHC.  
 
The results were analysed and recommendations were made addressing the design 
of the dashboard, and communication and change management in the introduction 
of the monitoring and evaluation tool. Further recommendations were made relating 
to future potential research in this area. 
 
An important finding of the research is that thirty-one (31) of the thirty-four (34) 
managers (91%) responded positively about the dashboard, while 9% were neutral.  
None of the respondents encountered negative experiences of utilising the 
dashboard. This indicates that the implementation of the dashboard was an 
overwhelming positive experience. The dashboard can be implemented in other 
healthcare institutions in the Eastern Cape, thereby encouraging more reliable 
methods to monitor data, improve staff efficiency and above all service delivery to 
patients.  
 
Key Words: Monitoring, evaluation, business intelligence, dashboard, efficiency
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CHAPTER 1 
 
OVERVIEW OF THE STUDY 
 
1.1 Introduction 
This chapter presents the background to the current research study, the research 
problem will be defined, followed by an outline of the methods and processes the 
researcher applied in conducting the study.   
 
The South African public health sector provides monthly and annual data for 
monitoring and evaluation purposes for both the provincial and national Departments 
of Health.  This data is used to evaluate institutional and provincial key performance 
indicators (KPI) against national norms and annual performance plans.   
 
Although cognisance is taken of institutional performances for KPIs, in the Eastern 
Cape there has been a lack of monitoring and evaluation at an operational level in 
health institutions in all sectors, both clinical and non-clinical.  This has resulted in 
resources being under-utilised, managers under-performing, fruitless expenditure, 
theft, non-functioning services, and poor service delivery. 
 
In May 2011, the Superintendent General, Dr S. Pillay, requested the acting Chief 
Executive Officer (CEO) of the East London Hospital Complex (ELHC), Dr J.A. 
Kotze, to implement a managerial monitoring and evaluation tool as a pilot project for 
the Eastern Cape.  The ELHC comprises of two hospitals, Frere and Cecilia 
Makiwane Hospital, which have 875 and 737 beds respectively.  Dr Kotze saw the 
need to introduce Business Intelligence (BI) and operational performance 
management tools to his management team.  Historically, clinical managers provided 
clinical data or statistical information on a weekly or monthly basis to the Information 
Management Unit for collation for the province.  However, there were non-clinical 
managers who did not submit any form of data, although the services provided by 
their departments played an integral role in service delivery to the patient.  Reynolds 
(2010:253) describes BI as “a wide range of applications, practices, and 
technologies for the extraction, translation, integration, analysis, and presentation of 
data to support decision making.”  BI is also used for future planning when changes 
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are needed in human resources, supply chain management practices, and financing 
to meet the needs of the institution (Reynolds, 2010:254). 
 
There was a dire need for clinical and non-clinical managers to develop a business 
approach to their daily activities. Managers needed to have the key information for 
their departments at their fingertips.  Business performance management (BPM), an 
application of BI, was introduced.  BPM allows the manager to scrutinise and 
compare operational data continuously, and in real-time if required, to measure a 
department’s performance (Reynolds, 2010:261).   
 
Scorecards and dashboards are BPM tools used to improve business processes.   
The scorecard was introduced in the early 1990s and is a tool used to monitor and 
compare performance over time. It assists in converting an organisation’s vision and 
strategy into performance activities relating to four perspectives, namely finances, 
the customer, business processes and learning and growth (Reynolds, 2010:262). 
 
The digital dashboard is described by iDashboards (2012:3) as “a visual display of 
the most important information needed to achieve one or more objectives, 
consolidated and arranged on a single screen so the information can be monitored at 
a glance.”  Digital dashboards utilised by organisations can be compared to a motor 
car’s dashboard or control panel – instantly the performance of the car can be 
assessed, namely the speed, amount of petrol available, temperature of the engine 
and so forth.  Few (2006:6) describes a digital dashboard as “a visual display of the 
most important information needed to achieve one or more objectives; consolidated 
and arranged on a single screen so the information can be monitored at a glance.” 
 
A snapshot with easy access to the key data was required, so the dashboard was 
the obvious choice to be implemented in all directorates of the ELHC. There is a 
wide range of dashboard software available on the market, for example results can 
be displayed in tables, bar charts, trend lines, scatter diagrams, drill down options to 
gain additional information and those with the ability to download data in real-time.  
The introduction of the M&E pilot project was initiated as a turnaround plan in the 
CEO’s key performance indicators for the 2011/2012 financial year.  The pilot 
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project’s requirements were to provide a monitoring and evaluation tool, which 
complied with the following criteria: 
• User friendly 
• Quick and easy to access information 
• Easy to interpret 
• All KPIs of the directorate/sub-directorate to be covered 
• Clear visibility of performance 
 
The rapid influence of information technology over the past decade has resulted in 
the market being swamped by data and software programmes for data collection and 
analysis.  There was no need to buy outsourced software as a basic spreadsheet 
was required. Dashboards were drawn up by the CEO and respective managers 
utilising a Microsoft Excel® spreadsheet and designed to accommodate the key 
areas which required monitoring, evaluation and analysis of data for the organisation 
to run more efficiently and effectively.  Charts could also be generated from this form 
of data.  The dashboards were designed within two months and populated with data 
from the beginning of the 2011-2012 financial year. 
 
The utilisation of dashboards in the health sector is common practice in most 
developed countries, especially the United Kingdom and United States of America. 
There is only reference in South Africa to the dashboard being utilised by managers 
in the Department of Health in the Western Cape as a quarterly reporting tool.  In 
healthcare, the dashboard is being used as a management tool in the fields of 
finances, patient statistics, clinical governance, critical care, human resources, billing 
and patient satisfaction (iDashboards, 2012:3).   
 
1.2 Contextual information for the study 
1.2.1 Demographics of the study area 
The Eastern Cape province is spread over an area of 169 952 km and constitutes 
13.9% of the total land area of South Africa.  In 2011, the population was estimated 
to be approximately 6 829 958 million.  The largest proportions of the population are 
concentrated in the Amathole and OR Tambo Districts with 27.1% and 26.3% 
respectively. One third of the population is children of which a third are under five (5)  
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years.  About 88% of the EC population is serviced by the public health sector as 
medical aid coverage in this province is only 12% (Statistics South Africa, 2011:4).    
 
The city of East London is situated in the Buffalo City Metro Municipality (BCMM), 
within the Amathole district of the Eastern Cape and is served by the ELHC.  The 
ELHC consists of a tertiary and regional hospital, namely Frere and Cecilia 
Makiwane hospitals respectively. The population around the greater East London 
area is served by the ELHC and Frere Hospital is the only tertiary hospital in the 
central region of the Eastern Cape.  In the last community survey conducted in 2007, 
the estimated total population for BCMM was 724 312 (Statistics South Africa. 
2007:7).  
 
 
(Amathole District Municipality, 2013:17) 
Figure 1.1 Amathole district in the Eastern Cape 
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1.2.2 The role of public health services in South Africa 
The National Health Act, number 61 of 2003 highlights the need to improve the 
quality of life of all South African citizens. In terms of section 27(2) of the 
Constitution, the people of South Africa have a right to healthcare services, including 
reproductive healthcare. 
 
The National Health Act further stipulates that the Minister of Health, “within the limit 
of available resources must endeavor to protect, promote, improve and maintain the 
health of the population.”  Section 3(2) of the Act also states: “The national 
department, every provincial department and every municipality 
must establish such health services as are required in terms of this Act, and all 
health establishments and health care providers in the public sector must equitably 
provide health services within the limits of available resources.”  
 
The National Health Act, section 4(2) ensures that access to health care is available 
to all, especially the needs of the “vulnerable groups such as women, children, older 
persons and persons with disabilities.”  Free services must also be provided to 
“pregnant and lactating women and children below the age of six (6) years, who are 
not members or beneficiaries of medical aid schemes.”  The public is further 
protected in the event of an emergency; a health institution may not refuse medical 
treatment.   
 
Access to decent public services is the rightful expectation of all citizens especially 
those previously disadvantaged.  The Batho Pele (People First) principles were 
formulated in 1997 in all government departments to ensure that service standards 
were adhered to.  The eight (8) principles are:  
 Consultation  - The level and quality of public services available 
will be communicated to communities.  If there are 
options to services, citizens will be given a choice. 
 Service standards - Citizens will know the level and quality of the 
public service they are to receive and expect. 
 Access  - Everyone has equal access to the services, 
which they are entitled to. 
 Courtesy  - Citizens should be treated with courtesy and  
    consideration. 
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 Information  - Citizens are to be given full accurate information 
about the public service they are entitled to 
receive. 
 Openness and transparency - Citizens have a right to know how 
national and provincial departments function, how 
much they cost the tax payer and who is in charge. 
 Redress  - An apology must be offered if the standard of 
service is unacceptable.  Complaints must be dealt 
with immediately, giving an explanation and an 
effective remedy – a sympathetic positive 
response. 
 Value for money - Services must be provided economically and 
efficiently for community members.  Wasteful 
expenditure must be eradicated. (Department of 
Public Service and Administration, 2007:10) 
 
The Department of Public Service and Administration (2007:9) defines Batho Pele as 
“an initiative to force public servants to be service orientated, to strive for excellence 
in service delivery and to commit to continuous service delivery improvement. It is a 
simple, transparent mechanism, which allows customers to hold public servants 
accountable for the type of services they deliver.”  Likewise, managers in public 
health must be accountable for the services provided and in order to do this, they 
must be able to monitor and evaluate these services on a constant basis. 
1.2.3 The burden of disease in the Eastern Cape 
The Eastern Cape is one of the poorest provinces in the country in terms of average 
monthly expenditure, followed by the Free State and the Northern Province 
(Statistics South Africa, 2009:36).  Poverty is always accompanied by disease. 
Access to piped household water and sanitation is also a major challenge in poor 
areas of the Eastern Cape, which further exacerbates the province’s health 
challenges (Statistics South Africa, 2009:26).  
 
Burden of disease information is an important component of health information 
required for monitoring the health of a nation. This is information required on a 
monthly basis by the provincial and national Departments of Health.  The availability 
of comprehensive, timely and precise health information assists in formulating health 
policies and planning to meet demands for appropriate health services and 
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interventions.  A review of the quarterly statistics for the ELHC confirms the national 
trend of high communicable and non-communicable diseases, trauma and violence-
related deaths, cancers and child deaths.  Human Immunodeficiency Virus (HIV) and 
Tuberculosis-related diseases account for the majority of deaths each quarter 
(Wagner, 2013:6). 
 
To assess efficiency and effectiveness of the hospitals, important data are the 
average length of stay (ALOS) and bed utilisation rate (BUR).  The ELHC ALOS is 
6.3% and exceeds the national target of 5.5%.  This is attributed to the lengthy stays 
of orthopaedic, oncology patients, the current burden of disease, the collapse of the 
Primary Healthcare (PHC) services and the unavailability of a district hospital in 
BCMM for down-referral.  Frere Hospital is also the only tertiary hospital providing 
oncology services for both adults and paediatric patients in the eastern half of the 
province.  The high incidence of trauma in the area also accounts for the extremely 
busy orthopaedic unit.  The national norm for BUR is 75%. The statistics of the 
hospitals show that Frere hospital’s BUR is always above 80% and beds are 
constantly full whereas CMH averages around 68 – 70 % and is underutilised.  The 
high BUR at Frere hospital is due to the burden of disease in the province with many 
of the HIV patients being immuno-compromised and susceptible to infections. Socio-
economic conditions also add to this phenomenon, for example the high incidence of 
gastro-enteritis in babies is due to the fact that the majority are still bottle fed or 
admitted for severe acute malnutrition due to poverty. 
 
1.2.4 Financial investment in healthcare in the Eastern Cape 
The budget for the ELHC for the 2013/2014 financial year is R1 365 754 679.  
Compensation of employees utilises 69.77% of the budget.  The remaining budget is 
used for goods and services, equipment and projects.  The utilisation of the budget 
has to be carefully monitored to ensure that there is no fruitless expenditure, 
fraudulent activities, theft and under- or over-expenditure. 
 
The Department of Health annually invests large amounts of money in infrastructure 
and equipment.  CMH is currently being rebuilt as a revitalisation project at a cost of 
R935 million.  An amount of R70 million has been spent at Frere Hospital for new 
medical wards, a sixteen (16) bed adult and ten (10) bed paediatric Intensive Care 
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Units and an eight (8) bed High Care Unit, which all became operational this year.       
Utilisation of the budget for maintenance and servicing of equipment requires strict 
control to prevent litigation due to malfunction as well as providing the best 
technology for the patients of the Eastern Cape.  The budget for medical equipment 
is R23 million, of which R21 million is being utilised for the purchase of a Magnetic 
Resonance Imaging scanner for Frere Hospital (Wagner, 2013). 
 
There has to be accountability for the large financial investments in the Eastern 
Cape Department of Health.  Likewise there has to be ongoing monitoring and 
evaluation of human and financial resources to ensure efficiency and effectiveness in 
health institutions. 
 
1.3 Research problem statement 
Against the backdrop of the levels of disease burden and the consequent need for 
accessible health services in a relatively impoverished province, the need for 
constant monitoring and evaluation is vital. 
 
Little is known about the experiences and perceptions of state hospital managers 
with regards to the use of a dashboard as a monitoring and evaluation tool in the 
healthcare environment in South Africa.  Similarly, there is no way of knowing how 
these perceptions and experiences will influence the implementation of dashboards 
in the units where dashboards are currently in use and in other institutions in the 
Eastern Cape where they would be rolled out in the future.  
 
This study investigates the introduction of the dashboard in a hospital from the 
perspective of managers, so as to identify the factors influencing their experiences 
and whether the exercise was beneficial or not to their departments and to the 
ELHC.  The essence of the research will now be described. 
 
1.4 Research question 
The research question is the backbone of a scientific enquiry.  Mouton (2005:53) 
states that it identifies and clearly formulates the problem that the researcher would 
like to find answers to. 
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The question that the research seeks to answer in this study is as follows:  What are 
the experiences of managers with regard to the implementation of a M&E dashboard 
in the ELHC? 
 
1.5 Aim & objectives of the study 
1.5.1 Primary Aim 
The primary aim of this study is to investigate managers’ experiences of the 
introduction of an M&E dashboard in the ELHC, Eastern Cape Department of Health. 
 
1.5.2 Research objectives 
The following objectives were formulated in order to achieve the research aim:  
 To explore and describe the experiences of the managers regarding the 
implementation of the dashboard in order to identify the factors influencing the 
implementation of an M&E dashboard;  
 
 To identify key elements of an effective M&E dashboard; and 
 
 Based on the findings of the study, to make recommendations to improve 
implementation of the dashboard as a monitoring and evaluation tool. 
 
1.6 Research methodology 
1.6.1 Research Design 
A quantitative research approach was used for this study.  Uys & Basson (1994) and 
Dash (2005) describe this type of research as having the following characteristics: it 
is well-defined, objective, logically deductive, uses numerical data and can be 
analysed.  An exploratory-descriptive research design was employed in which 
participants were requested to complete survey questionnaires (De Vos, 2000:73).   
 
The questionnaire also contained open-ended questions at the end, which allowed 
participants to express their views in case certain nuances of their experiences of the 
dashboard have not been explored in the questionnaire items.  The survey 
questionnaire therefore consisted primarily of quantitative items with limited 
questions of a qualitative nature which allowed for more open-ended responses.   
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This study is explorative in nature as it merely attempts to gain familiarity and insight, 
while accurately depicting the experiences of managers in the ELHC.  The study 
involved a single specific group, namely the ELHC managers, which resulted in a 
case study approach utilising a survey questionnaire to obtain the data.  
 
Information regarding dashboards was acquired from both primary and secondary 
sources, namely a case study utilising a questionnaire and a literature study.  The 
survey was conducted at two sites in the ELHC, comprising of Frere and Cecilia 
Makiwane Hospitals. 
 
1.6.2 Research Method 
For the purpose of this study, primary and secondary sources was used. 
 
1.6.2.1  Primary Source 
An exploratory-descriptive research method was used.  More specifically, the case 
study approach was adopted.  The case study approach involves the study of a 
single group or of a community (Eisenhardt, 1998:1). In the context of the current 
study, the case study included the two hospitals identified in the ELHC namely Frere 
and Cecilia Makiwane Hospitals. 
 
The survey was distributed by electronic mail where the respondents (Directors, 
Deputy Directors, Assistant Directors and Heads of Departments) were requested to 
complete a questionnaire.  The questionnaire was comprised of questions where 
participants are able to choose from a number of choices as well as five-point Likert-
type scaled questions.  The questions were formulated to determine the knowledge 
and experiences of managers of an M&E dashboard and the outcomes of the 
implementation of the pilot project. 
 
1.6.2.2  Secondary Sources 
In order to achieve the objectives of this study, a literature study was undertaken.   
This was achieved by accessing websites such as Ebscohost, Nexus, and Google 
Scholar to find existing literature relating to dashboards and the implementation of 
dashboards in healthcare.   
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1.6.3 Research Population & Sampling 
This study did not utilise sampling given that the total research population size was 
comprised of less than fifty (50). Sampling in a population less than fifty (50) can 
result in an unstable measure of central tendency (Neville, 2007:30).  Data was 
collected from the complete population, in other words, all managers using 
dashboards were selected.  The research population consisted of thirty-five (35) 
managers and included all managers involved in the dashboard pilot study in the 
ELHC. 
 
1.7 Data collection and analysis 
1.7.1 Data collection 
The ELHC was identified as the site for the study as this is where the pilot study for 
the Eastern Cape Department of Health took place.  The ELHC was easily 
accessible to the researcher, who is an employee stationed at Frere Hospital. 
 
Data collection took place over a period of three (3) weeks.  Permission was 
obtained from the Acting Chief Executive Officer (CEO) of ELHC before the study 
commenced because the managers were requested to share their views on the 
dashboard during the process of data collection. Refer to Appendix A. 
 
A questionnaire was designed by the researcher based on the exploratory literature 
study.  The questionnaire comprised of three sections.  The first section (Section A) 
requested biographical data from the participant.  This information was used to 
describe the population.  The second section (Section B) assessed the participants’ 
experiences of different components of the dashboard by means of five-point Likert 
type questions.  The third section (Section C) contained open-ended questions 
allowing the respondent to give additional qualitative information which may not have 
been covered (Collis and Hussey, 2003:168) regarding his/her experience of the 
implementation of the M&E dashboard.  The questionnaire is appended as Appendix 
B. 
 
Once permission from the institution was obtained, the researcher provided an 
explanation to all managers at the weekly Executive Management meeting to inform 
them about the study and to thoroughly explain its purpose.  It was important that 
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participants understood that the purpose of the study was merely to describe their 
experiences on the implementation of the dashboard and to facilitate improvement if 
the project is to be rolled-out to other healthcare institutions.  Confidentiality of 
participants was maintained throughout the study and data collected was for the 
purpose of the concerned study. 
 
1.7.2 Data Analysis 
Data was captured using the statistical software package, Microsoft Excel ® and a 
descriptive statistical analysis was performed.  Incidence data is presented as the 
mean +/- standard deviation.  The selection of specific statistics was determined 
once the questionnaire was finalised and input received from the Nelson Mandela 
Metropolitan University (NMMU) statistician in the Unit for Statistical Consultation.  
The services of a competent statistician was utilised to assist with the statistical 
analysis.  This is important to derive useful and credible interpretations of the data. 
 
1.7.3 Validity of the measuring instrument 
Neville (2007:20) defines validity as the extent to which the instrument accurately 
measures what it is actually intended to measure, that is the factors under study.  
Delport (in De Vos et al., 2005:167) states that the validity of a measuring instrument 
refers to the representativeness of the items under study.  Neville (2007:27) cautions 
that the validity and reliability of the data collected depends on the design of the 
questionnaire and the words used.  A questionnaire was used as the measuring 
instrument in this study.  To determine the content validity of the instrument, the 
advice of Delport (in De Vos et al., 2005:161) was used and two questions asked:  
“Is the instrument measuring the concept“ and “does the instrument provide an 
adequate sample of all content of the phenomenon being measured?“  Existing 
literature regarding the topic was used to form a theoretical base for all the questions 
and or statements in the questionnaire.  This ensured that data was collected on all 
aspects pertaining to the dashboard such as access to information, usefulness, 
utilisation, key elements and assistance offered to managers by the monitoring and 
evaluation tool. 
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1.7.4 Reliability of measuring instrument 
Neville (2007:27) describes reliability “as the extent to which the data collection 
method will yield consistent findings if replicated by others.”  Leedy (1997:35) states 
that reliability is the consistency with which a measuring instrument performs.  As 
previously mentioned, the questionnaire was the measuring instrument in this study.  
The questionnaire was designed in collaboration with the NMMU statistician to 
ensure that data was collected on all aspects pertaining to the experiences of 
managers of the monitoring dashboard in the ELHC.  
 
This study is reproducible and results obtained from this study are applicable to the 
managers involved in the pilot study of the implementation of a monitoring 
dashboard at the ELHC.   
 
A more detailed discussion regarding the validity and reliability of the measuring 
instrument will be presented in Chapter 3 in sections 3.4.4 and 3.4.5.  The ethical 
considerations applicable to this study will be discussed in the next sub-section. 
 
1.8 Ethical considerations 
Neville (2007:35) warns researchers that ethical concerns may emerge at all stages 
of research.  Ethics means conforming to accepted standards and being consistent 
with agreed principles of correct moral conduct (Strydom in De Vos et al., 2005:63; 
Mouton, 2005:238).   
 
The participants participated voluntarily in this research study.  All participants were 
informed that the purpose of the study was to investigate their experiences as 
managers in the introduction of an M&E dashboard in the ELHC.  This study was 
undertaken with due consideration to the ethical principles of research, which are 
discussed below. 
 
1.8.1 Nonmaleficence 
Nonmaleficence is a requirement which ensures that the research does not harm 
individuals or research subjects (Beaucamp & Childress, 1989:194; Mouton, 
2005:243).  The study was thoroughly explained to the managers of the ELHC and 
emphasis was placed on voluntary participation.  In the study, there was no face to 
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face contact with the subjects in order to ensure that no pressure was exerted on 
colleagues to participate. 
 
1.8.2 Confidentiality 
Confidentiality means handling information in a confidential manner (Strydom in De 
Vos et al., 2005:67).  Confidentiality implies that only the researcher should be aware 
of the identity of the participants and should therefore make a commitment to 
safeguard the right to confidentiality (Babbie & Mouton, 2004:253). In the information 
letter to all participants accompanying the questionnaire, their confidentiality was 
guaranteed especially considering the fact that some replies were received by e-mail 
communication.  No names have been used at any stage in the study to ensure 
confidentiality.  
 
1.8.3 Beneficence 
Another requirement is that the research question and results should have relevance 
and benefits to the community as well as the organisation (Beaucamp & Childress, 
1989:194).  The aim of this study was to explore managers’ experiences of the 
introduction of a monitoring and evaluation dashboard.  This would be beneficial to 
the hospital management and the community in that corrective measures to 
deficiencies identified by the dashboard would result in improved service delivery 
and effective usage of resources: human, physical and financial. 
 
1.8.4 Approval 
Permission to carry out research amongst the managers of the ELHC was obtained 
from the acting CEO of the ELHC (Appendix A).  The research proposal was also 
forwarded to the Research Committee of the Faculty of Health Sciences at NMMU to 
ensure that the study would meet ethical standards and principles, and receive 
academic approval.   Approval to proceed with the study was also obtained 
(Appendix C). 
 
1.9 Structure of the final report 
This treatise is divided into five chapters as follows: 
• Chapter 1: Overview of the study 
• Chapter 2: Literature Review 
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• Chapter 3: Research Design and Research Methods 
• Chapter 4: Data Analysis and Interpretation 
• Chapter 5: Summary, Conclusions and Recommendations 
 
1.10 Dissemination of results 
As previously mentioned, the aim of this study is to explore the experiences of 
managers’ in the implementation of a monitoring and evaluation dashboard during a 
pilot project undertaken at the ELHC.  It is therefore essential that the results from 
the study be made available to various stakeholders. 
 
The Superintendent General of the Eastern Cape Department of Health, the Director 
of the M&E Provincial Health Directorate and executive management members at 
the ELHC will receive a report summarising the key findings.  The researcher also 
plans to publish the findings of the study in a South African healthcare journal.   
Copies of the report will also be made available to the Nelson Mandela Metropolitan 
University (NMMU) library.  As the researcher is a qualified Diagnostic Radiographer, 
the findings will also be presented at the annual national South African Radiology 
and Radiography Congress. 
 
1.11 Chapter summary 
An overview of the proposed study has been presented.  The aim of the study was to 
investigate managers’ experiences of the introduction of a monitoring and evaluation 
dashboard in a hospital complex in the Eastern Cape.   
 
A summary of the research process was presented. 
 
The following chapter will describe the literature applicable to monitoring, evaluation 
and the dashboard, which can be utilised as managerial tools. 
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CHAPTER 2 
 
LITERATURE REVIEW 
 
2.1 Introduction 
In chapter 1, the research study was introduced. The aims of the study and area of 
interest to the researcher, namely investigating the experiences and perceptions of 
managers following the introduction of a monitoring and evaluation (M&E) dashboard 
in the ELHC as a pilot project for the Eastern Cape Department of Health, were 
highlighted.   
 
Monitoring and evaluation are essential tools for analysing the performance of an 
organisation.  Managers often provide data for their superiors, who utilise the 
information for strategic purposes and measurement against key performance 
indicators. The majority of managers in health institutions are from a clinical 
background and do not use business intelligence principles to manage or monitor 
performances in their domains.  Literature has revealed that managers in South 
African state health institutions do not monitor and evaluate their data regularly; 
likewise the most important information is not consolidated for easy reference and 
assessment.   In May 2011, at the request of the Superintendent General of the 
Eastern Cape Department of Health, a pilot study of the introduction of an M&E 
dashboard was implemented at the East London Hospital Complex.   
 
In this chapter, the importance of monitoring and evaluation tools will be discussed. 
This will be followed by a discussion of the development, use and benefits of digital 
dashboards in capturing, displaying and analysing crucial data, particularly in 
healthcare.  Dashboards in healthcare are widely used in first world countries, but 
there is little reference to their use in developing countries.  
 
2.2 Monitoring and evaluation as a management function and tool 
Four basic managerial tasks are performed by most managers: planning, organising, 
leading and controlling.  These tasks are not undertaken in a preset order and most 
managers perform their tasks concurrently to achieve the organisation’s strategic 
objectives and goals.  Figure 2.1 illustrates this point graphically. 
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The process whereby a manager monitors performance, evaluates outcomes and 
takes corrective measures is commonly referred to as controlling (Hellriegel, 
Jackson, Slocum, Staude, Amos, Klopper, Louw & Oosthuizen, 2004:8). 
 
 
 
Figure 2.1 Basic managerial tasks 
 
Performance standards or standards for control are used to monitor and evaluate 
qualitative and quantitative data or characteristics.  These standards must be linked 
to the organisation’s objectives and goals.  Figure 2.2 shows the control process 
described by Hellriegel et al. (2004:414), which has the following unified steps: 
 Identify a process/ performance/ goal/ objective 
 Set performance standard 
 Measure the actual performance 
 Compare the performance with set standards 
 Evaluate and corrective action if needed 
 
Organising
•Co‐ordinate resources  to carry out 
plans (human, material and 
information)
Leading
•Communicate
•Motivate
Controlling
• Monitor
•Evaluate
•Correct
Planning
•Organisation's 
goals
•Ways to achieve 
goals
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Figure 2.2 The control process 
 
Managers are responsible for ensuring that strategic objectives of an organisation 
are achieved.  In order to achieve this, the performance of the organisation and 
factors which contribute to service delivery outcomes, need to be monitored and 
evaluated.  There is a need to assess the ultimate impact of the projects or services 
provided. 
 
M&E assists managers to provide evidence to address underperformance, 
challenges and note successes, which can be replicated.  Regular feedback from 
monitoring allows managers to analyse results of planned activities and alerts them 
to problems (Republic of South Africa, 2007:1).  Likewise, evaluation can assist 
managers to determine outcomes at an operational level and determine if there is a 
need to make changes to strategic plans. Monitoring and evaluation are essential 
management functions, without M&E there is no management. 
 
Managers need to take cognisance of the fact that M&E needs to be a useful tool, 
which must lead to the improvement of services.  The Institute of Healthcare 
Improvement (2011b) reminds managers in their tips for effective improvement 
measures that “measurement is not the goal; improvement is the goal.”  Nelson 
(2010:3) describes healthcare as an industry that is “data rich, but information poor.” 
Over the past decade, healthcare providers have used technology, for example 
computers for appointments and billing but not to monitor performance or record 
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essential data.  As technology advances, data is more accessible, reliable and easier 
to interpret, which in turn promotes easier M&E (Nelson, 2010:3). 
 
Valadez and Bamberger (1994:3) state that 50 percent of projects financed by The 
World Bank in developing countries, fail to achieve their objectives for projects, as 
once the infrastructure is completed, equipment is installed and service delivery 
systems established, there is no monitoring or evaluation of how the services are 
maintained over a period of time or if the desired impact or service has been 
achieved.  Data is not collected, analysis of the data is not undertaken and control 
measures are lacking at institutional level.   
 
It has become essential for government departments around the world to implement 
systems to enable them to succeed.  Emphasis is being placed on M&E, to ensure 
that tax-payers’ money is utilised in a cost-effective manner to ensure sound service 
delivery.  In addition, government departments are also experiencing budget 
constraints, which pressurises them further to use their resources effectively 
(Valadez & Bamberger, 1994:4).  Amizaki et al. (2011:10) suggest that internally, 
M&E results can be utilised at many levels to assist organisational development in 
determining: 
 the department/organisation’s objectives and targets 
 the areas which require improvement 
 the efficiency of the organisation in using resources 
 the areas which require additional or less resources 
 if projects/programs are successful 
 the organisation’s progress against strategic objectives and targets 
 the impact of projects/programs in the community 
 
There is evidence that computer technology can assist healthcare management in 
providing opportunities for monitoring operational data, reducing clinical errors, 
improving turnaround times (for example waiting times), efficiency and the quality of 
care (Ammenwerth, Gräber, Herrmann, Bürkle & König, 2003:125). The rapid 
influence of information technology over the past decade has resulted in the market 
being swamped by data and software programmes for data collection and analysis, 
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but unfortunately managers do not always accept or utilise the technology as it is 
intended (Few, 2006:6).  Likewise Perla, Provost and Parry (2013: 184) warn that 
improvement changes in a large organisation, such as healthcare, are “often met 
with resistance and skepticism” as negative results are deemed as a failure instead 
of interpreting the result as a focus area for improvement. 
 
2.3 Monitoring and evaluation (M&E) 
Monitoring and evaluation are essential tools for businesses, projects and service 
delivery structures.  Amizaki, Hu, Li and Shim (2011:4) define monitoring as “a 
continuing function that uses systematic collection of data on specified indicators to 
provide management and the main stakeholders of an ongoing development 
intervention with indications of the extent of progress and achievement of objectives 
and progress in the use of allocated funds.”  The authors state evaluation is “the 
process of determining the worth or significance of a development activity, policy or 
program …… to determine the relevance of objectives, the efficacy of design and 
implementation, the efficiency of resource use, and the sustainability of results.”   
 
2.3.1  Monitoring and evaluation key concepts 
The policy framework for the government-wide monitoring and evaluation system 
(Republic of South Africa, 2007:2) states that M&E relies on a number of important 
elements, namely: 
 Inputs: These are the resources required or provided to produce service 
 delivery outputs. They include staff, financial resources, equipment 
and buildings. Inputs are used to perform the work. 
 Activities: Activities describe what is done and utilises inputs to generate 
 the required outputs and eventually the outcomes. 
 Outputs: These are the goods and services finally produced and delivered. 
 Outcomes:  Outcomes are what is required to be achieved according to an 
 organisation’s strategic goals and objectives. Outcomes can be 
further classified as immediate and intermediate. 
 Impacts: These relate to how the outcome achievements have affected or  
 changed targets. 
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2.3.2 The principles of monitoring and evaluation 
According to Salama (2012: 6) and the policy framework for the government-wide 
monitoring and evaluation system (Republic of South Africa, 2007:3), monitoring and 
evaluation should: 
 Contribute to improved governance 
o There should be transparency in findings 
o Managers must be held accountable 
o All sections in the organisation must participate – a multidisciplinary 
team approach is required. 
 Be development oriented 
o Variables affecting service delivery and performance must be 
analysed, so as to introduce corrective measures. 
o Human resource management - staff to be trained in skills required to 
implement M&E.  Retention of these skills is an important factor. 
o Impact awareness – Staff are to be made continually aware of the 
outcomes of M&E interventions. 
 Be undertaken ethically and with integrity 
o Confidentiality and respect where processes deal with personal 
information, especially involving patients. 
o Fair and truthful reporting, which results in sound results. 
 Be utilisation oriented 
o The strategic needs of the organisation must be met. 
o M&E recommendations and implementations must be followed up. 
 Be methodologically sound 
o The indicators and data collection methods for M&E should be 
consistent 
o The data collected must be evidence based. 
 Be operationally effective 
o M&E must be carried out in a planned, standardised format and on a 
regular basis 
o The process must be well managed to be effective. 
o The system/ process is to be cost effective and appropriate to the 
resources available 
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2.3.3 The relationship between monitoring and evaluation 
Monitoring and evaluation differ but are supportive of one another and equally 
important.  Quantitative and qualitative data from selected indicators are the results 
from monitoring.  If this data is not collected, evaluation cannot be done. 
 
Evaluation also supports monitoring.  It allows the manager to develop from lessons 
learnt in refining the monitoring functions.  An example of this is creating appropriate 
indicators for new projects.  Evaluation also influences the implementation of the 
methods of monitoring to ensure that progress is made and results are achieved 
(Jaszczolt, Potkanski & Alwasiak, 2009:4) 
 
The United Nations Development Programme’s handbook on planning, monitoring 
and evaluation for developmental results (2009:6) summarises the relationship 
between M&E as interactive. The handbook cautions that “neither function should be 
undertaken as a substitute for the other.” 
 
2.4 Digital dashboards 
El Turabi, Hallsworth, Ling and Grant (2011:2) state that in order to have effective 
performance management in an institution, managers require access to performance 
details which relate to a balanced overview of the organisation’s performance without 
loading them with unnecessary data and reports.  This has given rise to the 
dashboard.  The purpose of a structured dashboard is to display on a regular basis, 
for example weekly or monthly, a small set of performance measures for strategic 
decision making.  The data collection should be minimised to only focus on areas 
and activities of great importance to the organisation.  Isakov (2013:1) emphasises 
the need to keep the dashboard simple – it should not exceed two (2) pages and 
different aspects of information should be grouped to ensure that it is a snapshot of 
actionable information, which can be used by a management team. 
 
According to Dolan, Veazie and Russ (2013), interactive decision dashboards were 
designed to assist managers in decision making, where a number of alternatives are 
available. Dolan et al. (2013:1) further describe the dashboards as using “data 
visualisation techniques to reduce the cognitive effort needed to evaluate decision 
alternatives and a non-linear flow of information that enables users to review 
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information in a self-directed fashion.”  The importance of simple, logical grouping of 
information is reiterated.  
 
Digital dashboards utilised by organisations can be compared to a motor car’s 
dashboard or control panel – instantly the performance of the car can be assessed, 
namely the speed, amount of petrol available, temperature of the engine and 
functioning of lights.  Few (2006:6) describes a digital dashboard as “a visual display 
of the most important information needed to achieve one or more objectives; 
consolidated and arranged on a single screen so the information can be monitored at 
a glance.” 
 
Literature (Few, 2006; Eckerson, 2006; Isakov, 2013) shows that there are 
numerous benefits of using digital dashboards: 
 Quick and easy to access 
 Visual presentation of important data 
 Measuring of efficiencies and inefficiencies 
 Ability to generate detailed reports from the trends shown in the dashboard 
 Time saving compared to multiple detailed reports 
 Instant visibility of department’s performance 
 Informed decisions can be made from the information shown 
 Provokes thought and communication at all levels 
 
2.5 Designing a dashboard 
Alberta Health Services (2012:5) in Canada, state that “the goal of a dashboard is to 
provide meaningful, insightful and actionable information, at a high enough level of 
aggregation that variations are readily identifiable.”  The design of a dashboard is 
very important and must only include information that is vitally important to the 
specific department and the organisation’s performance. Before designing a 
departmental dashboard, Nnadi and Pickette (2011:8) advise that key questions 
should be asked in order to capture only what is necessary: 
 How do you establish what to evaluate? 
 Why is it significant? 
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 What do you wish to calculate? If it is not measurable, it is unlikely to be 
important. 
 How and to whom do you report the results? 
 
The design of the dashboard should emanate from the organisation’s five year 
strategic plan and the relevant institution or department’s mission, vision, goals and 
objectives.  Buck (2006) recommends that dashboards especially designed for 
healthcare should be built gradually, initially with a few parameters to test the 
accuracy of the data collected.  It is critical that the correct indicators are chosen for 
the dashboard.  Irrelevant indicators can be worse than having none (Oakleigh 
Consulting, 2007).  All data on a dashboard must be accompanied by strict 
definitions for indicator numerators and denominators as well as the method of 
calculating the measure (The Dashboard Spy, 2006). 
 
The dashboard, according to Eckerson (2006), should have three applications, 
namely monitoring, analysis and management. Amizaki et al. (2011:17) suggests a 
three-step process when developing and using a dashboard: 
 Decide on indicators that are:- 
o Highly sensitive to show short-term results which can also act as a warning 
system 
o Representative of the focus of activities in the department 
o Easy to measure for monitoring purposes 
 Track the indicators over time  
o Track the data monthly, so that trends can be picked up and understood 
o Compare current data to historical data 
 When analysing, ask appropriate managerial questions 
o Appreciate managerial implications, such as: 
 Decrease or increase in data 
 Impact of any specific outcomes in the set timeframe 
 Expected impact of change in the long term 
o If necessary, develop an action plan for prevention of adverse impacts or plan 
for sustainability when achievements are attained 
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The United States Health Care Compliance Association (2009:3) encourages the 
use of performance dashboards by management in healthcare so that they can 
“quantify and determine the quality of care provided.”  The Association offers the 
following advice when drawing up a dashboard: 
 Report actual numbers not percentages (%), for example medication errors 
should not be reflected as a percentage but rather as the number of incidents. 
The focus needs to be on the patient not on the incidence rate. 
 Set acceptable targets for clinical care and safety of patients, which should be 
0 or 100%. It is not acceptable to have one medication error.  Targets cannot 
be reached overnight and interim targets must be set on the path to reach the 
goal.  This in turn will monitor the actual progress and performance. 
 Keep it simple, by using data and graphs charted over time. 
 Associate the goals of the institution with the day-to-day activities of the staff.  
This will ensure that there is ‘buy in’ to improve and succeed.   
 Select the correct dashboard indicators to create a balanced dashboard.  The 
following were recommended:  
o “Measure financial strength 
o Operational effectiveness 
o Patient satisfaction 
o Market share 
o Utilise benchmarks (provincial and national targets) to compare 
performance 
o Data sharing with peers leads to improving outcomes 
o Use it as a strategic tool.” 
 
The Royal College of Nursing (2012:3) alerts developers of dashboards to a risk 
where users often measure what is convenient instead of what is essential and 
necessary. 
 
A well-designed dashboard is easy to comprehend as the information will be well 
organised, condensed, specific and customised for the reader with data displayed 
using the clearest methods.  A dashboard must be able to communicate to the 
manager a broad overview of what is happening and what requires immediate 
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attention, but may not give all the information that is required to respond to a 
challenge (Few, 2006:26).  Clear visualisation of data is crucial for a successful 
dashboard, for example charts and line mapping.  Antonecchia and Kryspin 
(2010:37) advise that when designing dashboards for effective communication 
ensure that there is a consistent format which allows the information to be 
interpreted easily. 
 
Tipton (2008:2) gave the following advice to pharmacists in the USA for what was 
required in a Pharmacy dashboard: 
o “Know what is important to your boss/CEO 
o Have a clear set of critical indicators for your department 
o Measure and report – they won’t read a narrative 
o Make your data paint a picture for you.” 
 
Three types of dashboards are utilised by managers: operational, tactical and 
strategic.  Operational dashboards are used for monitoring core operational 
processes.  They are capable of also displaying real-time data.  Tactical dashboards 
map departmental processes and projects and analyse more than monitor.  Strategic 
dashboards are very similar to scoreboards and manage the completion of strategic 
objectives at different levels of an organisation (IBM, 2009:4) 
 
The Methodist Medical Centre in Illinois first implemented data dashboards in 2003.  
The centre communicated its data through traffic-light colours: green indicated 
excellent work, yellow a need for attention as performance was lacking and red was 
an alert, where there was a need for immediate action and improvement (The 
Dashboard Spy, 2006).   
 
Tipton (2008:7) recommends that critical indicators used in dashboards should be re-
assessed on an annual basis in conjunction with departmental goals and the 
hospital’s strategic plan and priorities. 
 
2.6 Dashboards in healthcare 
In the same manner as ‘the service due’ indicator on a car’s dashboard ensures that 
a car is maintained and remains operational on the road, a dashboard of any nature 
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should assist health managers in delivering an efficient and effective service to 
patients (Oakleigh Consulting, 2007). 
 
In the health domain, it is well documented that dashboards are being utilised 
extensively in England, Canada, Australia, United States of America (USA), China, 
Japan and a few developing counties, for example Iran, Pakistan and Chile. Many 
studies on hospital efficiency have been undertaken in developed countries, but 
there have been few attempts in developing countries (Afzali, 2007:ix).  In 
healthcare, dashboards are being utilised by hospital management, hospital boards, 
surgical care facilities, pharmacies, emergency services and healthcare providers 
(iDashboards, 2012:3). It is also documented by Haderlein (2006:104) that in the 
USA, fundraising performance in hospitals is being included and monitored with the 
use of a dashboard. 
 
Bannon (2005:16) states that some hospitals utilise their dashboard data on patient 
outcomes to negotiate preferred provider status with medical aids and insurance 
companies.  
 
The National Health Service (NHS) in England implemented a clinical dashboard 
pilot project in 2008.  The project was launched in 2009 with 13 sites throughout the 
country and extended to 24 sites in 2010 (Health Service Journal, 2010).  A national 
team of 5 employees managed the project.  Getgood (2009), a member of the team, 
has documented that “good quality information is a driver of performance for clinical 
teams and helps ensure the best possible care for patients.”  The team has proven 
that clinical dashboards facilitate this process by:  
 Making relevant information easily available for clinicians in a format which is eye 
catching and easy to comprehend. 
 Using different types of data 
 Providing clinical data from a wide spectrum of the multidisciplinary team. 
Indirectly information from one department may affect the clinical data provided by 
another domain, for example the delay in providing a wheelchair can increase the 
average length of stay of a patient. 
 Comparing collected data to national norms 
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 Releasing information which leads to innovation and improvement of quality 
(Getgood, 2009) 
 
At the end of 2009, the feedback and outcomes of the project were: 
 Patients: 
o More information was available to be communicated to the community, which 
in turn resulted in satisfied and informed patients 
o The transparency in the information provided led to more confidence in the 
local healthcare facilities 
 Clinicians: 
o Current information was available for decision making 
o Access to a wealth of data was easier and quicker  
o Within the institution, an improvement was noted in the manner in which 
employees interacted, co-operated and worked as a team, to improve the 
quality of care to the patient 
o Improved healthcare practice, for example safer prescribing 
o Efficient management of caseloads to increase productivity 
 
 Managers: 
o Staff owned and took responsibility for their dashboards, which led to the 
implementation of improvement plans 
o Emphasis was placed on the quality of the data provided, which resulted in 
improved data collection and recording thereof  
o Continuous review of performance 
o Improved value for money 
o Risk management well monitored (Getgood, 2009 and Sussex Health 
Informatics Service, 2010). 
 
McKinney (2009:42) states that the introduction of the dashboard at the University of 
Illinois Medical Center in Chicago, saw a “culture shift” among the staff members. 
Prior to the implementation of the dashboard, underlying causes of challenges were 
often unclear which led to the ‘blame game’.  This resulted in animosity and 
challenges often went unresolved.  The dashboard changed this culture as it gave 
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everyone access to the same information. It allowed for transparency and 
accountability of information.  The shift has been from viewing problems as team-
specific to everyone working together to assist in correcting the problem. 
 
The introduction of dashboards was implemented officially by the National Health 
Service (NHS) in the United Kingdom (UK) in July 2011.  The main users of the NHS 
clinical dashboards are clinicians, allied health professionals, hospital trusts 
incorporating primary healthcare and hospitals, mental health facilities and 
ambulance services (Getgood, 2006).  The Health Service Journal (2010:1) reports 
that clinicians approved of the reporting format afforded by the dashboard and that 
ninety- five percent of the clinicians involved in pilot projects agreed “that information 
in this format enables improved decision making and service provision.”  The pilot 
also showed that clinical teams from different professions often measured the same 
interests, this in turn is feeding into the NHS quality improvement projects, 
developing guidelines and new clinical indicators (Health Service Journal, 2010). 
 
A Maternity dashboard was designed and introduced in 2007 at St George’s 
Healthcare NHS Trust, London by one of its medical officers to improve maternal 
perinatal outcomes. The maternity ward in any hospital is a high risk area, which 
requires close monitoring and reporting at a national level.  Chandraharan 
(2010:176) reports that the dashboard assisted the unit in monitoring mandatory 
requirements and continuously helped improve patient care and outcomes.   
Chandraharan (2010:178) also highlights the need ”to cross-check data obtained 
from systems for accuracy and relevance.”  Data that is shared on a dashboard must 
be reliable, relevant and of high quality.  The unit also used its dashboard as an 
“evidence tool” to improve facilities and resources (staffing and equipment).  After 
three years, the experience and assistance generated by this dashboard resulted in 
The Royal College of Obstetricians and Gynaecologists including the dashboard in 
their ‘Good Practice Guideline’ (Chandraharan, 2010:176). 
  
NHS Bolton was tasked with developing the clinical dashboard in 2008 for Primary 
Healthcare (PHC).  The dashboard did not contain any new information from what 
had been previously collected as hard copies, for example discharge charts, adverse 
event reports.  The significant difference showcased by the dashboard was the 
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timely display of all the collected data together to form a complete picture of the 
outputs of the service (Talbot, 2010:2).  The introduction of the dashboard for PHC in 
South Africa and in particular the Eastern Cape, will assist in addressing the current 
collapsed services, managerial accountability and the under-utilisation of resources: 
human and financial.  Services in rural PHC facilities will not improve until there is 
good monitoring and evaluation by management in these facilities, who in turn will 
report their service delivery outputs and outcomes to the District managers.  Once 
outputs are addressed, the avalanche of PHC patients to regional and tertiary 
hospitals will stop, alleviating the current overcrowding and pressures at these 
hospitals. 
 
In April 2013, following the success of the pilot projects and implementation in 2011, 
the NHS approved the continuation of the dashboard project for the 2013/14 financial 
year for the development of twenty (20) dashboards for specialised services (adult 
and paediatric cardiac surgery, renal, burns care and paediatric neurosurgery).  The 
NHS recommended that the dashboards for these services were to include 
“measures of clinical outcome, patient experience and service effectiveness and 
efficiency” (NHS Specialised Services, 2013). 
 
IBM (2009:9) states that dashboards in healthcare are utilised to monitor processes 
and performance.  The operational or clinical dashboard encourages an operational 
manager to act when variances are noted and in turn urges their supervisors to 
analyse the data to identify the causes and make the correct changes or 
adjustments.  Isakov (2013:1) encourages the inclusion of national norms and 
benchmarks on the dashboard so that comparisons can be made with the unit’s 
performance.  Performance norms or benchmarks also assist in setting targets and 
timeframes when establishing a dashboard. 
 
Potash (2011:94) and Infosys (2009:1) suggest that hospitals need to move towards 
an integrated approach to management.  The traditional management approach of 
working in silos, which is where clinician and financial leaders play separate roles 
without co-ordination, results in the “biggest decision-making bottlenecks” and needs 
to be transformed into a multidisciplinary team approach for identifying opportunities 
for improved service delivery outcomes.  Such co-ordination can be achieved with 
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the use of dashboards, which will reflect the overall performance of quality of care, 
efficiency, patient satisfaction and experience.  To most clinicians, reporting on data 
is seen as a repetitive daily task and not as a useful tool for day-to-day management. 
Data required needs to be both quantitative and qualitative, the latter often being 
easier to acquire and offering sound information, for example input from nursing staff 
on sedation protocols, patient satisfaction surveys involving the patient as well as 
family members (Institute for Healthcare Improvement, 2011b).  “Clinical 
management today requires accountability, integration, and a co-ordinated focus on 
improvement” (Potash, 2011:96).  
 
In the USA, Buck (2009) reports that cost as well as quality of healthcare are 
continuously being monitored, especially for expensive cardiac procedures.  The 
cardiac units required a system that could measure costs, revenue collection as well 
as the quality of the service provided.  Dashboards were initially introduced with a 
few parameters and extended once the information was deemed to be accurate.  
The dashboards finally reflected financial, clinical and operational indicators for 
example average length of stay, revenue collection, costs per case, which were 
further broken down into procedural supplies and medication. Clinical indicators 
included emergency and elective surgery, mortality and complication rates, while 
operational indicators assessed the average time per case, overtime worked by staff 
including emergency call-outs.  Managers are required to have “a finger on the 
pulse” to analyse their performance clinically, financially and operationally.  Tipton 
(2008:3) concurs with Buck that the functional areas of focus for a dashboard are: 
financial, operational and clinical.  Two or three indicators are required per functional 
area. 
 
Nurses in Canada are currently involved in a dashboard project as research has 
shown that nurses wish to be more involved in providing input and information for 
assessing patient acuity, the changing needs of patients and staffing requirements 
(Fram & Morgan, 2012:114).  In 2011, after the successful launch of dashboards by 
the NHS, the Royal College of Nursing reviewed how dashboards could be 
integrated into nursing management systems to assist nursing directors with a focus 
on key aspects, for example vacancy rates, absenteeism, patient safety, patient 
satisfaction, clinical effectiveness, adverse events and mortality ratios.  In the UK, 
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the nursing dashboards focus on patient-centred measures (Royal College of 
Nursing, 2012:6). 
 
An iDashboards (2011:2) case study on the implementation of dashboards at 
Bingham Memorial Hospital in Idaho, USA shows that there has been an increase in 
professional efficiency in the hospital’s day-to-day operations, staff are showing 
more responsibility, business decisions are being made on current data, and the 
need for organisational transparency has been addressed.  The employees have 
begun to own the dashboards for their relevant departments as they are aware of the 
impact of their performance on the organisation. 
 
Achievements have also been made in the Radiology domain in China, with the use 
of real-time dashboards, which monitor workflow processes in a single display.  This 
has improved staff efficiency, reduced reporting times, accelerated managerial 
decisions and reduced patient waiting times (Zhu, Nie, Lu & Duan, 2010:2494). 
 
In the USA, Dolan et al. (2013) researched the use of interactive decision 
dashboards for patients to make informed decisions on healthcare protocols and 
drugs.  The study looked at the effectiveness, risks, costs and ease of use of nine 
analgesics used for knee osteoarthritis.  The research concluded that interactive 
dashboards can be utilised in a clinical environment for informed decision-making. 
 
The United States Health Care Compliance Association (2009:3) strongly advocates 
the use of a dashboard as a useful reporting tool, which can be easily utilised for 
monthly reports to the Hospital Board, who need to quantify and determine the 
quality of care rendered in the hospital.  All hospital boards have two important 
questions, which require continual answers from healthcare managers: “How good is 
the hospital?” and “How do you know?”  With the use of a dashboard all the data is 
easily presented for interpretation.  The dashboard is also a useful tool for a Board to 
monitor performance targets and hold the hospital management team accountable 
for the agreed upon results or outcomes.  Improvement initiatives noted in the 
dashboard can also be supported (Bader, 2003:6).    
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In the findings of a survey on Hospital Boards’ engagement in quality, conducted by 
Jiang, Locklee and Bass (2008:27), it was reported that hospitals that utilised 
“dashboards with internal data and national benchmarks for monitoring clinical 
quality, patient safety and patient satisfaction” were shown to have better 
performance. 
 
2.7 Dashboards in South African government healthcare 
The World Health Organisation (WHO) (2006:24) reports that South Africa was part 
of a WHO Technical Meeting where the goal was to introduce universal health 
system metrics to assist resource allocation, enforce accountability and to monitor 
progress.  One of the main objectives of the meeting was to develop a dashboard to 
monitor health systems. 
 
In 2005, the Institute for Healthcare Improvement (2011a:1) implemented a South 
African country program, where the goal of the organisation was to work with the 
Department of Health “to accelerate sustainable improvement in health and health 
outcomes for individuals and communities nationwide.” In their report for the period, 
April to October 2011, reference is made to one hundred and fifty (150) Department 
of Health officials from eleven districts being trained in order to strengthen data 
quality and the use of dashboards (Institute for Healthcare Improvement, 2011:2). 
 
The literature review revealed little information on the use of dashboards in 
healthcare in South Africa.  There are many vendors offering different types of 
dashboards and only one reference was found, which reflected that the heads of 
hospitals in the Western Cape utilise a dashboard system when reporting monthly to 
their Provincial Health Department,  which indicates if the hospitals are on, near or 
off target for their key indicators (Ensor, Kruger & Lievens, 2009:18).  
 
2.8 Chapter summary 
The utilisation of a digital dashboard in healthcare for M&E purposes, and in 
particular its use in the South African healthcare sector, has been presented. For 
quick and easy access to vital information, efficient use of human and financial 
resources, which can lead to improved patient service delivery, M&E systems need 
to be introduced in the public health sector in South Africa. 
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Dashboards can be utilised to standardise the collection of data, simplify the process 
of analysis and allow managers, with the help of their employees, ownership of their 
performance.  Dashboards offer an excellent mechanism to group internal reports 
and analyse the day-to-day quality of care.  Optimal implementation and application 
of this format of M&E can ensure success and service delivery to meet the 
healthcare needs of the community. 
 
This study was undertaken to explore managers’ experiences and perceptions of the 
introduction of an M&E dashboard, as a pilot project, in a hospital complex in the 
Eastern Cape and to verify findings by comparing and contrasting findings with those 
described in healthcare in first-world and developing countries as highlighted by 
relevant literature.  Chapter 3 provides a detailed description of how the study was 
conducted by focusing on the research methodology. 
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CHAPTER 3 
 
RESEARCH DESIGN AND RESEARCH METHODS 
 
3.1 Introduction 
Chapter 2 addressed monitoring and evaluation as a function and tool of effective 
management.  In particular, the use of a digital dashboard in healthcare as a 
monitoring and evaluation tool was highlighted.  In this chapter, the focus is on the 
research design and research methods that were applicable to the study. 
 
The research goal and objectives are as follows:  
 
3.1.1 Research goal 
The goal of this study was to describe the managers’ experiences of a monitoring 
and evaluation dashboard in an Eastern Cape hospital complex. 
 
3.1.2 Research objectives 
The research objectives which framed the current study were: 
 To explore and describe the experiences of the managers regarding the 
implementation of the dashboard in order to identify the factors influencing the 
implementation of an M&E dashboard;  
 
 To identify key elements of an effective M&E dashboard; and 
 
 Based on the findings of the study, to make recommendations to improve 
implementation of the dashboard as a monitoring and evaluation tool. 
 
The purpose of the study mentioned above, emphasises one of the aims of research 
namely, applied research.  In applied research, the main motivation is to apply the 
knowledge and solve practical real-world problems for companies and various 
institutions (Bless, Higson-Smith & Kagee, 2006:45; Fouché in De Vos, Strydom, 
Fouché & Delport, 2005:108; Neuman, 2006:25).  As will be shown in the 
subsequent sections, results obtained from this study will have relevant application 
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to monitoring and evaluating the services, goals and objectives of the Department of 
Health in the Eastern Cape Province. 
 
This chapter aims to describe the research design as well as the methods applied by 
the researcher in order to ensure a valid and accurate scientific study.  Correct 
research methods using reliable research tools ensure sound data collection, which 
in turn leads to reliable interpretation of the data and the results.  This will be 
presented under research design, determination of the research population and 
sample, the role of the researcher, the data collection method, validity and reliability 
of the measuring instrument as well as the ethical aspects applicable to this study. 
 
3.2 Research Design 
The research design is the plan of how the researcher intends to conduct the study 
(Delport in De Vos et al., 2005:165; Mouton, 2005:55; Bless et al., 2006:71).  It 
explicitly describes how data will be collected in order to answer the research 
question.  This study is predominantly quantitative but as the researcher is employed 
in the research environment, the questionnaire contained open-ended questions at 
the end, which allowed participants to air their views in case certain nuances of their 
experiences of the dashboard had not been explored in the questionnaire items.  
The questionnaire therefore consisted of quantitative and qualitative items.   
 
This study employed a quantitative research approach and was explorative and 
descriptive in nature as it merely attempted to gain familiarity and insight, while 
accurately depicting the experiences and perceptions of managers in the ELHC. An 
exploratory-descriptive research design was employed in this study.  The study 
involved a single specific group, which resulted in a case study approach utilising a 
survey questionnaire to obtain the data. These concepts are discussed in the next 
section. 
 
3.2.1 Quantitative research approach 
There are two main approaches to research enquiry: qualitative and quantitative 
research methods.  According to Collis and Hussey (2009:10) qualitative and 
quantitative research is classified according to the purpose of the research.  The 
primary goal of qualitative research is to understand human behaviour (Babbie & 
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Mouton, 2004:270).  Qualitative research is a subjective approach which examines 
and reflects perceptions, to gain a better understanding of the social and human 
activities (Collis & Hussey, 2009:353).  In order to gain additional information from 
managers of their perceptions of their own dashboards, questions were utilised in the 
final section of the questionnaire as open-ended questions which are qualitative in 
nature. 
 
Quantitative research is a more objective research approach, which includes 
collecting and analysing numerical data and statistical tests (Collis & Hussey, 
2009:354).  A quantitative research approach was used for the majority of this study.  
Uys and Basson (1994) and Dash (2005) describe this type of research as having 
the following characteristics; it is well-defined, objective, logically deductive, uses 
numerical data and can be analysed.  This is endorsed by Fouché and De Vos (in 
De Vos et al., 2005:148), who describe quantitative research as aiming to explain 
phenomena or variables and the relationship between them.   
 
The focus of this study was on identifying the experiences of managers with regards 
to the implementation of a monitoring dashboard and to identify the key elements of 
an effective dashboard.  The quantitative research approach is best suited for this 
study and will be beneficial in gaining and understanding the participant’s point of 
view of which factors, in the introduction of the dashboard, assisted in managerial 
functions, in particular monitoring and evaluation. 
 
3.2.2 Exploratory research 
The word ‘explore’ is derived from the Latin word explorare, meaning to inquire into 
or examine extensively (Concise Oxford Dictionary, 1992:412).  An exploratory-
descriptive research design was employed in this study.  More specifically, the case 
study approach was adopted.  The case study approach involves the study of a 
single group or of a community, for example the managers of the ELHC (Eisenhardt, 
1998:1). 
 
Exploratory research aims to find patterns, ideas and to generate hypotheses for 
further investigation.  Exploratory research designs focus on gaining insight for a 
more meticulous investigation (Collis & Hussey, 2009:346).  According to Bless et al. 
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(2006:47), exploratory research is used to understand a situation or phenomenon, 
particularly in trying to gain a deeper understanding of a situation in order to correct 
a problem. Bless et al. (2006:72) also highlighted that in exploratory research the 
emphasis is on “conditions” and that the researcher is responsible for deciding on 
the “unit of analysis”. 
 
In the context of this study, the researcher reviewed by means of an investigation, 
the experiences of managers of the implementation of a monitoring dashboard in the 
ELHC.  The researcher wished to understand whether the dashboard was perceived 
to be an efficient and effective managerial monitoring and evaluation tool.  The 
implementation of the dashboard is the “condition” and the “units of analysis” are the 
individual managers in the ELHC. 
 
3.2.3 Descriptive research 
Collis & Hussey (2009:346) refer to a descriptive study as one that describes 
phenomena as they exist and it obtains the information on the characteristics of the 
particular challenge.  According to Neuman (2006:35) and Babbie and Mouton 
(2004:80), specific details of a situation, social background or relationship is 
presented in descriptive research.  The researcher identifies and defines a problem 
and undertakes research to describe it accurately. 
 
3.2.4 Contextual study 
Soanes (2001:257) defines “context” as the circumstance that forms the setting for 
an event, statement or idea. 
 
The setting and contextual nature of this study were managers’ experiences of a 
monitoring and evaluation dashboard in 2012 in an Eastern Cape hospital complex. 
 
This is an empirical study in which data was gathered from a survey questionnaire, 
from relevant managers within the ELHC, and analysed (Mouton, 2005:57). In the 
next sub-section, the research methods will be described.    
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3.3 Research methods 
According to Collis and Hussey (2009:55) and Babbie and Mouton (2004:75), 
research methodology refers to the overall research process and the types of 
procedures to be applied in order to carry out the study.  The methods used to 
determine the research population and the research sample are described in the 
next sub-section. 
 
3.3.1 Research population and sample 
The research population is defined by Strydom (in De Vos et al., 2005:199) as “the 
totality of persons, events, organisation units, case records or other sampling units 
with which the research problem is concerned”. 
 
In this study, the researcher sought to study the perceptions and experiences of 
managers utilising a monitoring and evaluation dashboard in the ELHC.  The study 
included all the managers in the ELHC.  To ensure that the research population was 
all-inclusive, a list of all users, who established and report monitoring and evaluation 
with dashboards to the CEO, was obtained. 
 
A total of thirty-five (35) managers, strategic and operational, formed part of the 
Department of Health’s initial pilot study in 2012.  Literature has shown that the 
measure of central tendency is unstable in small samples. As the population group 
was less than 50, Neville’s (2007:30) advice was followed, sampling was not done 
and questionnaires were distributed to the entire population.  Data was collected 
from thirty-four (34) or the thirty-five (35) managers. 
 
Babbie and Mouton (2004:202) state that a sample is a subset of a population that is 
studied in order to make corollaries about the nature of a total population. As the 
total population was too small to take a representative sample, it was decided to 
utilise the entire population as the sample.  This would enable the analysis to be 
representative of the population (all managers) under study. 
 
3.4 Data collection and analysis 
This sub-section will describe the role of the researcher, the method of data 
collection and the analysis of the data. 
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3.4.1 The role of the researcher 
The success or failure of a study is dependent on the role played by the researcher.  
The planning and execution of this study was the primary responsibility of the 
researcher.  The researcher confirmed that all managers in the research population 
were accurately identified as described in 3.3.1.  An administration clerk in the 
Clinical Support Services department was enrolled to assist in the distribution, 
reminding of participants, and the collection of questionnaires.  It was also essential 
for the researcher to ensure that ethical standards and principles outlined in section 
3.5 were adhered to.  Confidentiality of all managers was maintained at all times.  
The data analysis, report writing and providing feedback to the Eastern Cape 
Department of Health constitute the responsibilities of the researcher.  
 
3.4.2 Data collection 
Leedy (1997:15; 2010) describes data collection as the technique used to gather 
information in order to answer the research question.  Data consists of the outcomes 
of measurements utilised in the context of a research study (Bless et al. 2006:111).  
The measuring instrument employed to collect the data in the current study was a 
survey questionnaire. 
 
3.4.2.1  Survey questionnaire 
The primary aim of a questionnaire is to provide information that can be used to 
answer the research problem (Collis & Hussey, 2009).  In order to do this, a set of 
pre-defined questions are assembled in a pre-determined order.  Respondents are 
then asked to complete the questionnaire in order to provide the researcher with 
data that can be analysed and interpreted (Oates, 2006).   
 
Questionnaires remain a popular option to gather information as it is inexpensive to 
administer, can reach a large number of respondents and when open-ended 
questions are used, provide rich information (De Vos, Strydom, Fouche & Delport in 
De Vos et al., 2005).  The traditional limitations of questionnaires include a 
potentially high non-response rate, respondents providing untrue but socially 
acceptable answers, failing to answer some questions completely and the limited 
opportunity to clarify questions that may be misunderstood by participants (Brink, 
Van der Walt & Van Rensburg, 2006; De Vos, Strydom, Fouche & Delport in De Vos 
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et al., 2005).  This study has capitalised on the advantages of a questionnaire: 
inexpensive to administer as the questionnaire was distributed by e-mail, in addition 
to this there were no postal charges; the questionnaire was received by all identified 
participants and resulted in a high response rate.  The open-ended questions 
provided useful information of the managers’ experiences of the dashboard.  The 
disadvantages of using a questionnaire in this study were minimal as the response 
rate was high and respondents answered all the questions.  A few of the participants 
answered the open-ended questions by merely copying statements from section B of 
the questionnaire.  Clarification of these questions may have prevented this. 
 
It is important to ensure that the questionnaire is carefully structured in order to meet 
the needs of the researcher.  Open-ended questions can be used to explore specific 
aspects of the research problem as it does not restrict participants in the answer they 
can provide.  With closed-ended questions, the participant is asked to choose a 
response from the options provided by the researcher on the questionnaire.   
 
Following the extensive exploratory and literature study, a questionnaire was 
designed by the researcher.  The primary aim of the questionnaire was to ensure 
that the research objectives were addressed, namely: 
 To explore and describe the experiences of the managers regarding the 
implementation of the dashboard in order to identify the factors influencing the 
implementation of an M&E dashboard; and 
 
 To identify key elements of an effective M&E dashboard. 
 
The questionnaire contained three (3) sections.  The first section (Section A) 
requested biographical data from the participant.  This information was used to 
describe the population of the study.  The second section (Section B) assessed their 
experiences with the introduction of the dashboard, for example: access to 
information, usefulness, the key elements and utilisation thereof. These factors and 
items were developed from the literature review, for example the type of information 
that can be monitored on a dashboard – patient statistics, staff absenteeism, 
consumable costs for the department.  Likewise the usefulness and assistance 
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offered by the dashboard to managers was investigated as well as the design and 
key elements of the dashboard. A five-point Likert scale was utilised for questions in 
this section.  The third section (Section C) was an open-ended question allowing the 
respondent to give additional information, which may not have been covered, for 
example the respondent’s most positive experiences, the most negative aspects and 
recommendations to improve the dashboard (Collis and Hussey, 2009:168).  Refer 
to the questionnaire (Appendix B).   
 
3.4.2.2  Site and time frames for data collection 
The East London Hospital Complex (ELHC) was identified as the site for the study 
as this is where the pilot site for the Eastern Cape Department of Health’s 
implementation of the dashboard was undertaken.  The researcher is employed at 
the ELHC, which simplified the collection of the data. 
 
A time period of three (3) weeks was allocated for the data collection.  Permission 
was obtained from the Acting Chief Executive Officer (CEO) of ELHC before the 
study commenced.  Refer to Appendix A. 
 
In order to achieve the objectives of the research, thirty-five (35) questionnaires were 
distributed to strategic and operational managers within the ELHC.  This was done in 
order to establish an understanding of the managers’ experiences of a monitoring 
and evaluation dashboard in the complex. 
 
 3.4.3 Data analysis 
All research concludes with the analysis and interpretation of the data (Mouton, 
2005:108).  Data analysis is the transformation of raw data into a structure that is 
easier to understand and interpret.  In analysing the data, the researcher needs to 
find patterns, trends and relationships.  Quantitative data is often analysed using a 
range of descriptive and inferential statistical procedures (Bless et al., 2006:163). 
 
The Nelson Mandela Metropolitan University (NMMU) Unit for Statistical 
Consultation was approached for assistance with the data analysis (Appendix D).  
Data from the questionnaires was entered into a Microsoft Excel Version 2010 ® 
spreadsheet.  This data was then analysed with statistical software packages, 
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namely, STATISICA 11 and Microsoft Excel ® Version 2010.  These software 
packages are the tools most commonly used by the NMMU Unit for Statistical 
Consultation for the majority of data analyses.  They are comprehensive software 
packages that perform the necessary statistical analyses, including graphs, tables 
and figures.  The results will be discussed in Chapter 4. 
 
3.4.4 Validity of measuring instrument 
Neville (2007:20) defines validity as the extent to which the data accurately 
measures what they were intended to measure.  Delport (in De Vos et al., 2005:167) 
states that the validity of a measuring instrument refers to the representativeness of 
the items under study.  Likewise, Leedy (2010:33) mentions that validity is the 
accuracy with which the instrument measures the factors under study.  Neville 
(2007:27) cautions that the validity and reliability of the data collected depends on 
the design of the questionnaire and the wording in each item used.  A questionnaire 
was used as the measuring instrument in this study. 
 
3.4.4.1  Content validity 
To determine the content validity of the instrument, the advice of Delport (in De Vos 
et al., 2005:161) was used and two questions were asked:  “Is the instrument 
measuring the concept“ and “does the instrument provide an adequate sample of all 
content of the phenomenon being measured?“  Existing literature regarding the topic 
was used to form a theoretical base for all the questions/ statements in the 
questionnaire.  This ensured that data was collected on all aspects pertaining to the 
dashboard such as access to information, usefulness, utilisation, key elements and 
assistance offered to managers by the monitoring and evaluation tool. 
 
3.4.4.2  Face validity 
Delport (in De Vos et al., 2005:161) states that face validity “does not refer to what 
the instrument ‘actually’ measures but rather to what it ‘appears’ to measure.”  Face 
validity ensures that the questionnaire will ‘appear’ relevant to the respondents.  
Resistance to answering the questionnaire, which can adversely affect the results of 
a study, must be avoided. The uses and benefits of dashboards in the literature 
review, together with the types of departments involved with the implementation of 
the dashboard, ensured that the questions were relevant to the respondents.   
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3.4.5 Reliability of measuring instrument 
Neville (2007:27) describes reliability “as the extent to which the data collection 
method will yield consistent findings if replicated by others.”  Leedy (2010:35) states 
that reliability is the consistency with which a measuring instrument performs.  This 
refers to the extent to which the measuring instrument if used independently by 
others will yield similar results under comparable conditions (Delport in De Vos et al., 
2005:168).  As previously mentioned, the questionnaire was the measuring 
instrument in this study.  The questionnaire was designed in collaboration with the 
NMMU statistician to ensure that data was collected on all aspects pertaining to the 
experiences of managers of the monitoring dashboard in the ELHC.  
 
The researcher confirms that this study is reproducible and results obtained from this 
study are applicable to the managers involved in the pilot study of the 
implementation of a monitoring dashboard at the ELHC.  The instrument used in this 
study will deliver the same findings when applied in different time periods (Neuman, 
2006:189).  The proviso is that the reproducibility of the results will only be applicable 
if recommendations for improvements of the dashboard have not been applied or 
implemented at the time of the independent use of the instrument. 
 
3.5 Ethical considerations 
Neville (2007:35) warns researchers that ethical concerns may emerge at all stages 
of research.  Saunders, Lewis and Thornhill (2007:131) summarise the main ethical 
issues to consider when carrying out research as: 
 “The rights of privacy of individuals 
 Voluntary nature of participation – and the rights of individuals to withdraw 
partially or completely from the process 
 Consent and possible deception of participants 
 Maintenance of the confidentiality of data provided by individuals or 
identifiable participants and their anonymity 
 Reactions of participants to the ways in which researchers seek to collect data 
 Effects on participants of the way in which data is analysed and reported 
 Behaviour and objectivity of the researcher.”   
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Ethics means conforming to accepted standards and being consistent with agreed 
principles of correct moral conduct (Strydom in De Vos et al., 2005:63; Mouton, 
2005:238).   
 
The participants voluntarily participated in this research study.  All participants were 
informed that the purpose of the study was to investigate their experiences as 
managers in the introduction of an M&E dashboard in the ELHC.  This study was 
undertaken with due consideration to the ethical principles of research, which are 
discussed below. 
 
3.5.1 Nonmaleficence 
Nonmaleficence is a requirement which ensures that the research does not harm 
individuals or research subjects (Beaucamp & Childress, 1989:194; Mouton, 
2005:243).  It is also the responsibility of the researcher to protect research subjects 
from any form of physical discomfort (Strydom in De Vos et al., 2005:64). The study 
was thoroughly explained to the managers of the ELHC and emphasis was placed 
on voluntary participation.  In the study, there was no face to face contact with the 
subjects as an administrative assistant took responsibility for the distribution of 
questionnaires as well as following up with managers. 
 
3.5.2 Confidentiality 
Confidentiality means handling information in a confidential manner (Strydom in De 
Vos et al., 2005:67).  Confidentiality implies that only the researcher should be aware 
of the identity of the participants and should therefore make a commitment to 
safeguard the right to confidentiality (Babbie & Mouton, 2004:253). In the information 
letter to all participants accompanying the questionnaire, their confidentiality was 
guaranteed especially considering the fact that some managers chose to e-mail their 
replies directly to the researcher.   
 
No names have been included on the questionnaires in order to anonymise the data.  
It was crucial to guarantee confidentiality in disseminating the research results given 
that a report will be submitted to the Eastern Cape department of Health.  The 
researcher has also ensured that the completed questionnaires are stored in a 
securely locked filing cabinet. 
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3.5.3 Beneficence 
Another requirement is that the research question and results should have relevance 
and benefits to the community as well as the organisation (Beaucamp & Childress, 
1989:194).  The aim of this study was to explore managers’ experiences of the 
introduction of a monitoring and evaluation dashboard.  This would be beneficial to 
the community in that corrective measures to deficiencies identified by the 
dashboard would result in improved service delivery and effective usage of 
resources: human, physical and financial. 
 
As stated in 3.1.2, results from this study will be made available to the Eastern Cape 
Department of Health.  Results and recommendations will be published in the South 
African Radiography Journal, be presented at a professional conference and 
seminars in order to disseminate the findings.  The following sub-section focuses on 
the processes required for permission to undertake the study. 
 
3.5.4 Academic and ethics approval 
With reference to the National Health Act, section 11(1) (Republic of South Africa, 
2003:23), authorisation may be granted by the head of the health establishment for 
any research to be undertaken, provided that no information as to the identity of the 
individual is disclosed.  In fulfillment of this requirement, the researcher requested 
and was granted permission from the acting CEO to conduct the research amongst 
managers in the ELHC (Appendix A).   
 
The research proposal was also forwarded to the Research Committee of the 
Faculty of Health Sciences at NMMU to ensure that the study would meet ethical 
standards and principles, and receive academic approval.   Approval to proceed with 
the study was also obtained (Appendix C). 
 
3.6 Chapter summary 
In this chapter the overall research design and methodology employed to conduct 
the study has been described.  The research population was identified and defined.  
The measuring instrument, namely, the questionnaire was discussed as well as the 
data analysis procedure for the study.  The validity and reliability of the measuring 
instrument was ensured prior to the collection of data.  Consideration to ethical 
47 
 
 
 
obligations was also observed when collating data from the questionnaires.  Chapter 
four presents the data collected and the statistical analysis, which will be highlighted 
and assisted by figures, graphs and tables. 
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CHAPTER 4 
 
PRESENTATION & DISCUSSION OF FINDINGS 
 
4.1 Introduction 
A detailed discussion of the use and design of dashboards, especially in healthcare, 
was put forward in the literature review (Chapter two) as the theoretical basis for this 
study. 
 
The research design and methodology have been outlined in Chapter three, 
however, the analysis of the data collected in this study has not been discussed yet.  
This chapter will present the data obtained from the questionnaire, the statistical data 
analysis, including the interpretation thereof. 
 
Kruger et al. (in De Vos et al. 2005:218) describe analysis as “the categorising, 
ordering, manipulating and summarising of data to obtain answers to research 
questions.”   
 
Interpretation of data means to assign significance or coherent meaning to the 
results obtained (Neuman, 2006). Mouton (2005) adds that interpretation involves 
the synthesis of the data into meaningful observations.  The aim of data 
interpretation is to explain the observed patterns and trends in data. 
 
The results are analysed in terms of the research objectives provided in Chapter 
one, namely: 
 To explore and describe the experiences of the managers regarding the 
implementation of the dashboard in order to identify the factors influencing the 
implementation of an M&E dashboard;  
 
 To identify key elements of an effective M&E dashboard; and 
 
 Based on the findings of the study, to make recommendations to improve 
implementation of the dashboard as a monitoring and evaluation tool. 
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This chapter begins with the findings from the questionnaire distributed to managers, 
who were part of the dashboard pilot study in 2011 at the ELHC.  These findings are 
discussed and analysed in relation to the research objectives. 
 
4.2 Data Collection 
In executing this study, a survey questionnaire was used.  Oates (2006) states that a 
questionnaire is a pre-defined set of questions assembled in a pre-determined order 
which respondents are then required to answer, thereby providing the researcher 
with data that can be analysed and interpreted.  The aim of a questionnaire is to elicit 
the respondent’s opinion in order to address the research problem (Collis & Hussey, 
2009). 
 
For this study, questionnaires were sent to all managers initially involved in the 
introduction of a monitoring and evaluation dashboard at the ELHC in the Eastern 
Cape.  The questionnaire aimed to elicit responses from the managers with regards 
to the experiences of different aspects of the use of a dashboard.  A covering letter 
accompanied the questionnaire in which the managers were informed of the aims of 
the study and that their responses would be treated confidentially.  The 
questionnaire was divided into three (3) sections, namely Section A (demographic 
information), B (dashboard related information) and C (open-ended questions).  The 
response rate and the findings of the questionnaire with respect to the research 
objectives follow. 
 
A convenience sample was used in this study as the number of participants was less 
than fifty (50). This method of sampling was chosen as literature has shown that the 
measure of central tendency is unstable in small samples (Neville, 2007:30).   
 
4.2.1. Response Rate 
A total of thirty-five (35) managers based at the ELHC were requested to complete 
the questionnaire.  The survey was administered by e-mail.  Of the thirty-five (35) 
participants, thirty-four (34) responded, which resulted in a 97.14 percent response 
rate.  High survey response rates help to ensure that the survey results are 
representative of the target population.  Acceptable response rates vary by how the 
survey is administered.  Punch (2003:34) states the following rates for e-mail 
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responses: “40% average, 50% good and 60% very good”. He further states that the 
better the respondents know the researcher, the higher the response rate will be 
(Punch, 2003:41).  The high rate of response can be attributed to relationships 
developed by the researcher who is a colleague of the participants as well as the 
frequent follow-ups with respondents by the administration clerk.  All the 
questionnaires were usable and all responses were recorded. 
 
Data collected from the questionnaire responses was entered into a Microsoft Excel 
Version 2010 ® spreadsheet.  This data was then analysed by the Nelson Mandela 
Metropolitan University (NMMU) Unit for Statistical Consultation using statistical 
software packages, namely Microsoft Excel ® version 2010 and STATISICA 11.   
 
In the subsections that follow, the results from the data collected during the study will 
be presented in the form of descriptive statistics.  The researcher will endeavor to 
explain the observed patterns and trends in the results. 
 
4.3 Discussion of findings: Demographic information (Section A) 
Section A focused on general data about the respondents.  The general data 
included the specific hospital where they were employed, designation, type of 
manager, department, whether services provided are budget dependent, gender, 
age, extent of managerial experience, prior management training and previous 
experience in using a dashboard. 
 
4.3.1 Hospital where managers stationed 
The respondents in this study were thirty-four (34) managers at the ELHC in the 
Eastern Cape Department of Health.  The majority (74%) of the managers performed 
their duties at Frere Hospital and only nine (26%) were stationed at Cecilia 
Makiwane Hospital (CMH).  Given the limited size of the sample size at CMH, it has 
been decided to discuss results as a whole rather than to split these. 
 
4.3.2 Designation of the respondents 
The breakdown of the designations of the managers is reported in Table 4.1. The 
majority of the managers were Assistant Directors (32%).  The next largest group 
was Deputy Directors (29%). The Heads of Departments was 21%, Directors totaled 
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3% 15%
32%
47%
3%
20 – 29
30 – 39
40 – 49
50 – 59
60 +
12% and CEOs were calculated at 6%.  There were no hospital managers amongst 
the respondents, due to failure to return the questionnaire.  
 
Table 4.1 Frequency distribution: Designation 
Designation Frequency  
(n) 
Percent  
(%) 
CEO 2 6% 
Hospital Manager 0 0% 
Director 4 12% 
Deputy Director 10 29% 
Assistant Director 11 32% 
HOD 7 21% 
Total 34 100% 
 
4.3.3 Gender of the respondents 
The majority of the managers were female (71%).  This was expected due to health 
professions being predominantly female, for example nursing, radiography, 
physiotherapy and social work (WHO, 2008).   
 
4.3.4 Age distribution of the respondents 
The ages of the managers were grouped as per figure 4.1 below.  From the pie chart 
it can be noted that most of the managers (47%) are in the category fifty to fifty-nine 
(50 – 59) years of age, 32% fall within the forty to forty-nine (40 – 49) years age 
group and 15% are in the thirty to thirty-nine (30 – 39) years of age category.  One 
(1) manager each is within the twenty to twenty-nine (20 – 29) as well as the over 
sixty (60+) age groups, which accounts for 3% each. 
 
 
 
 
 
 
 
 
 
 
Figure 4.1: Age distribution of the managers 
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4.3.5 Managerial experience and training of the respondents 
Table 4.2 shows the number of years of managerial experience of the respondents.  
The majority (32%) of the managers had five to nine (5 – 9) years’ experience 
followed by 29% of the managers, who had between ten and nineteen (10 – 19) 
years’ experience.  There were 21% of the managers, who had more than twenty 
(20) years’ experience, while only 18% had less than five (5) years.   
 
Of the thirty-four (34) managers, 62% had received formal managerial training. The 
statistics showed that the ELHC had a managerial team that is experienced and 
formally trained. 
 
Table 4.2: Frequency distribution: Experience  
Number of years’ experience Frequency 
(n) 
Percent 
(%)  
< 5 6 18% 
5 - 9 11 32% 
10 - 19 10 29% 
20 + 7 21% 
Total 34 100% 
 
 
4.3.6 Type of department managed 
Table 4.3 summarises the distribution of managers per department.  The majority 
(44%) of the respondents managed a clinical department, 15% were in finance/ 
supply chain management, 9% of the managers were placed in the following areas: 
human resources/labour relations and facilities/engineering/clinical engineering, 6% 
each were managing soft service departments or involved with institutional 
management.  The remaining manager (3%) headed the information technology and 
management section. 
 
Consistent with the core business of a hospital being clinical work, the majority of 
managers were, as expected, from this category. 
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Table 4.3: Frequency distribution: Type of department managed  
Department Frequency 
(n) 
Percent 
(%)  
Clinical 15 44% 
Finance/ Supply Chain 
Management 5 15% 
Administration 1 3% 
Human Resources/ Labour 
Relations 3 9% 
Information Technology/ 
Information Management 1 3% 
Soft Services (Laundry. Food 
services, Transport, Security & 
Grounds) 
2 6% 
Facilities/ Engineering/ Clinical 
Engineering 3 9% 
Institutional management 2 6% 
Quality Assurance 2 6% 
Total 34 100% 
 
 
4.3.7 Functions of the department managed is budget dependent 
Eighty-eight percent (88%) of the respondents indicated that the functions of their 
departments were budget dependent.   
 
4.3.8 Previous dashboard experience 
Only eight (8) of the managers (24%) had previous experience of working with a 
dashboard.  For the majority (76%) of the managers, this was a new encounter. 
 
4.4 Discussion of findings: Questionnaire Section B 
Section B consisted of five (5) sub-sections referring to different aspects of the 
dashboard.  The sub-sections were as follows: access to information, utilisation, 
usefulness, key elements and managerial assistance.  Each sub-section consisted of 
statements linked to a five (5) point Likert-type scale.  The respondent was required 
to indicate their level of agreement to the statement.  The responses ranged from 1 
to 5, where 5 denoted strongly agree, 3 denoted neutral or no opinion and 1 was 
strongly disagree.  The sub-sections measuring different factors related to the 
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managers’ experiences of the introduction of a dashboard are discussed in 
paragraphs to follow.  The findings will be reported following the order of the 
questionnaire.  Questions are reported on individually; however, where there is a 
common theme, the responses are grouped together. 
 
In order to estimate the reliability of the different factors of the questionnaire, 
Cronbach’s Alpha (∝ሻ	was used.  Cronbach’s alpha values of 0.70 and above are 
typically employed as a rule of thumb to denote a good level of internal reliability; 
values between 0.50 and 0.69 denote an acceptable level of reliability; values below 
0.50 denote poor and unacceptable levels of reliability (Nunally, 1978: 85; Bryman & 
Bell, 2007). Table 4.4 shows that all the factors of Section B are above 0.7, which 
indicates that the results are therefore a reliable indicator.  Cronbach’s alpha was 
also used to calculate the overall dashboard rating (FODR).  A result of 0.86 was 
obtained. 
 
Table 4.4: Cronbach’s alpha values for Section B 
Factor Cronbach's 
Alpha 
F1 0.82 
F2 0.95 
F3 0.95 
F4 0.87 
F5 0.97 
FODR 0.86 
 
 
4.4.1 Factor 1 (F1): Access to information 
This research study sought to investigate the experiences of managers, in the ELHC, 
with the introduction of a monitoring and evaluation dashboard.  In order to 
investigate the ability of the dashboard to provide information, respondents were 
asked to rate statements relating to this aspect of the dashboard.  The responses 
regarding access to information from the dashboard (F1) are presented in Table 4.5 
below.   
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Table 4.5: Frequency Distributions for Factor 1: Access to information 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) 
B1.01 
Data is easily 
accessible via the 
dashboard 
4.62 0% 3% 3% 24% 71% 
B1.02 
Data can be 
compared over a 
period of time 
4.79 0% 0% 0% 21% 79% 
B1.03 
The dashboard 
provides 
important 
information in a 
‘snapshot’ 
4.52 0% 0% 6% 36% 58% 
B1.04 The dashboard format is simple 4.35 0% 0% 12% 41% 47% 
B1.05 
The dashboard 
promotes 
transparency of 
quality information 
and results 
4.32 3% 0% 12% 32% 53% 
B1.06 
The dashboard 
gives a balanced 
view of the 
organisational 
performance 
4.44 0% 3% 6% 35% 56% 
F1 Access to information 4.51 0% 0% 6% 21% 74% 
 
The above table shows that the respondents were very positive and agree that the 
dashboard provides good access to information.  Item B1.02 obtained the highest 
mean score of 4.79.  All the respondents were positive about the dashboard’s utility 
in providing data which can be compared over time.  Twenty-one percent (21%) 
agreed and 79% strongly agreed with the statement.  The results are consistent with 
the literature findings of Amizaki et al. (2011) that dashboards should track the 
indicators over time, so that trends can be picked up and understood and current 
data can be compared with historical data. 
 
The next highest positive item, B1.01 obtained a mean score of 4.62.  Data is easily 
accessible via the dashboard.  As technology advances, data is more accessible, 
reliable and easier to interpret, which in turn promotes easier M&E (Nelson, 2010). 
The results showed that the majority (71%) of managers strongly agreed and 24% 
agreed.  The mean score indicates that managers were in the positive interval (3.40 
– 5.00) for this item and agreed that data was easily accessible on the dashboard. 
 
Item B1.03 obtained a mean score of 4.52, which indicates that the respondents 
experienced that information was available at a glance. As discussed by Few (2006), 
the data on a dashboard must be well organised, condensed, specific and 
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customised.  Most of the respondents (58%) strongly agreed with the statement, 
36% agreed and 6% were neutral. 
 
Item B1.05, obtained the lowest mean of 4.32 in factor 1.  Fifty-three percent (53%) 
of the respondents strongly agreed, 32% agreed, 12% were neutral and 3% strongly 
disagreed with the statement.  Although the lowest, this result is still within the 
positive interval and is indicative of a favourable experience from the managers 
regarding the dashboard’s to promote transparency of quality information and 
results. 
 
The overall mean score for F1 was 4.51.  This result is an indication that the 
participants were in agreement from their experiences of working with the dashboard 
that it provided excellent access to information.  Few (2006:6) describes a digital 
dashboard as “a visual display of the most important information needed to achieve 
one or more objectives; consolidated and arranged on a single screen so the 
information can be monitored at a glance”.  Eckerson (2006) and Isakov (2013) 
supported this by stating that there are numerous benefits of using digital 
dashboards, the most important being: 
 Quick and easy to access information 
 Clear visual presentation of important data 
Getgood (2009) also states that clinical dashboards make relevant information easily 
available for clinicians in a format which is eye catching and easy to comprehend. 
 
4.4.2 Factor 2 (F2): Usefulness of dashboard 
Dolan et al. (2013:1) describe the dashboard as using “data visualisation techniques 
to reduce the cognitive effort needed to evaluate decision alternatives and a non-
linear flow of information that enables users to review information in a self-directed 
fashion”.  The dashboard needs to be simple and have logical grouping of 
information to be a useful management tool.    
 
The statements under this section of the questionnaire were presented to the 
respondents to measure the usefulness of the dashboard in improving or assisting 
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with performance in their department.  Table 4.6 reflects the findings of the 
respondents to the fifteen (15) statements, which comprised Factor 2.  
 
Table 4.6: Frequency Distributions for Factor 2: Usefulness of dashboard 
No. Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) 
B2.01 
Awareness of under- 
performance in a 
department 
4.44 0% 0% 9% 38% 53% 
B2.02 
Awareness where a 
department is 
excelling 
4.35 0% 0% 12% 41% 47% 
B2.03 
Determining what 
needs to be done to 
improve performance 
4.09 0% 3% 21% 41% 35% 
B2.04 
Measuring and 
reporting of quality 
indicators 
4.15 0% 3% 15% 47% 35% 
B2.05 Identifying quality 
improvement projects 
3.97 3% 3% 21% 41% 32% 
B2.06 Operational decision 
making 
4.15 0% 6% 9% 50% 35% 
B2.07 
Empowering staff to 
actively make 
informed decisions 
3.91 0% 6% 21% 50% 24% 
B2.08 
Cultivating proactive 
behaviour amongst 
managers 
4.12 0% 0% 18% 53% 29% 
B2.09 
Cultivating proactive 
behaviour amongst 
employees 
3.91 0% 9% 18% 47% 26% 
B2.10 Service delivery in a 
department 
4.12 0% 3% 18% 44% 35% 
B2.11 Professional 
proficiency 
4.09 0% 6% 15% 44% 35% 
B2.12 Employee 
accountability 
3.85 0% 12% 26% 26% 35% 
B2.13 
Comparison of 
performance with 
targets e.g. national 
norms 
4.24 0% 6% 6% 47% 41% 
B2.14 
Monitoring of 
departmental cost 
drivers 
4.12 0% 12% 6% 41% 41% 
B2.15 Utilisation of the 
budget 
4.06 0% 12% 6% 47% 35% 
F2 Usefulness 4.10 0% 0% 15% 38% 47% 
 
Items B2.01, B2.02 and B2.13 received the most positive responses indicating that 
managers were of the opinion that they assisted them the most. The statements 
were:  
 Awareness of under-performance in a department; 
 Awareness where a department is excelling; and  
 Comparison of performance with targets e.g. national norms. 
These findings were confirmed in the literature, namely in an iDashboard’s (2011) 
report that reflected that managers utilised the dashboard to gauge their 
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departments’ performances, which had an impact on the performance of the 
organisation.  Isakov (2013) also encourages the inclusion of national norms and 
benchmarks on the dashboard so that comparisons could be made with the unit’s 
performance.  The mean scores for the items mentioned above were 4.44, 4.35 and 
4.24 respectively. The remaining twelve (12) items’ mean scores ranged from 4.15 to 
3.85, indicating that there was also a positive response to the usefulness of all these 
items.   
 
Item B2.12 had the lowest mean score of 3.85 which showed that fewer managers 
were of the opinion that the dashboard assisted with employee accountability.  In the 
literature review, Talbot (2010:2) stated that the significant difference showcased by 
the dashboard was the timely display of all the collected data together to form a 
complete picture of the outputs of the service and the employees.  
 
The overall mean score for usefulness of the dashboard (F2) is 4.10.  This result is 
indicative that the majority of the respondents (47%) strongly agreed with the 
statements and their experiences and responses indicate that the dashboard was a 
useful tool. 
 
4.4.3 Factor 3 (F3): Utilisation of dashboards 
The statements under this section of the questionnaire were presented to the 
respondents to measure what managers utilised the dashboard to record, monitor 
and evaluate.  The overall mean score for the utilisation of the dashboard (F3) is 
3.61.  The majority of the respondents (61%) were in the positive interval (3.40 – 
5.00), confirming their agreement that the dashboard was widely used for the items 
listed in the questionnaire.  Thirteen (13) of the twenty-four (24) items in F3 obtained 
mean scores in the positive interval.  These items fell under the ambit of monitoring, 
recording, analysis and management and therefore confirm the literature as 
highlighted by Eckerson (2006) that the dashboard should have three main 
applications: monitoring, analysis and management.   
 
The six (6) lowest response items had mean scores ranging from 2.80 to 3.00 and 
were within the neutral interval (2.60 – 3.40). 
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The findings were consistent with the literature findings that highlighted that the 
dashboard could be used by many sections in a healthcare institution.   This is 
reflected in a comment by IBM (2009) that three types of dashboards are utilised by 
managers: operational, tactical and strategic.  Operational dashboards can be used 
for monitoring core operational processes in the majority of sections of any type of 
business.  In healthcare, dashboards are being utilised by hospital management, 
hospital boards, surgical care facilities, pharmacies, emergency services, 
engineering, project management and healthcare providers (iDashboards, 2012). It 
is also documented by Haderlein (2006) that in the USA, fundraising performance in 
hospitals is being included and monitored with the use of a dashboard. 
 
The total number of respondents, for the statements in factor 3, differs as the 
respondents were given an option of responding ‘not applicable’ in the Likert scale, 
for example a Human resource manager could select ‘not applicable’ for a patient or 
clinical related statement. The total respondents for each item therefore differed and 
was not always thirty-four (34/n=34).  The total number of participants for each item 
is stated in the tables that follow. 
 
The items for F3 have been grouped for ease of discussion, namely: 
 Patient-related information 
 Staff work ratio 
 Budget-related monitoring 
 General monitoring 
 Asset monitoring 
 Human resource monitoring 
 
4.4.3.1  Patient-related information 
In the patient-related information group, the item, ‘record statistics measuring service 
delivery’, scored the highest mean of 3.83, which confirmed that statistics monitoring 
service delivery was being done in the majority of the departments.  This is verified in 
the literature review by Isakov (2013), who stated that statistics collected should be 
minimised to only focus on areas and activities of great importance to the 
organisation, namely service delivery. The monitoring of adverse events/incidents/ 
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accidents had the second highest mean score of 3.79.  Sixty-two (62) percent of the 
respondents were in agreement that this item was used in the dashboard, indicating 
that managers were aware of the need to monitor adverse events: to ensure that 
there was no escalation, to assess progress in improvement of quality service and 
prevention of incidents as well as for medico-legal reasons.  This is consistent with 
the literature, where the United States Health Care Compliance Association (2009) 
encourages acceptable targets for clinical care and safety of patients, which should 
be 0 or 100%. It is not acceptable to have one medication error.  
  
The nine (9) percent of managers who were reflected in the negative interval could 
include respondents, who are not involved directly with patients but are employed in 
departments which support the clinical domain.  Table 4.7 summarises the results of 
the respondents to the utilisation of the dashboard for patient related information. 
 
Table 4.7:  Frequency Distributions for Factor 3: Patient-related information 
 
 
 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) Total 
B3.01 
Record 
patient 
statistics 
3.77 5% 0% 36% 32% 27% 22 100% 
B3.03 
Record 
statistics 
measuring 
service 
delivery 
3.83 0% 3% 38% 31% 28% 29 100% 
B3.06 
Monitor 
services 
rendered 
to/for 
patients 
3.75 4% 0% 42% 25% 29% 24 100% 
B3.07 
Monitor 
patient 
referrals 
3.25 10% 10% 45% 15% 20% 20 100% 
B3.22 
Patient 
satisfaction 
e.g. waiting 
times, 
complaints 
3.00 21% 13% 21% 38% 8% 24 100% 
B3.24 
Monitor 
adverse 
events/ 
incidents/ 
accidents 
3.79 4% 4% 29% 33% 29% 24 100% 
F3 Utilisation 3.61 0% 9% 30% 39% 21% 33 100% 
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4.4.3.2  Staff work ratio 
Staff work ratio reflects performance.  The three items reflecting staff work ratio were 
well utilised by the respondents and recorded mean scores of 3.83, 3.78 and 3.67 as 
summarised in Table 4.8.  This indicated that they were all within the positive interval 
(3.40 – 5.00).  The literature indicates that statistics and monitoring of the staff work 
ratio will indicate under- or above-expected performance.  Targets, which are usually 
national norms, are utilised to monitor the staff work ratio. 
 
The findings of the study are confirmed in the literature review.  M&E assists 
managers to provide evidence to address underperformance, challenges and note 
successes, which can be replicated (Republic of South Africa, 2007).  El Turabi, 
Hallsworth, Ling and Grant (2011) state that the dashboard can be utilised for 
effective performance management in an institution.   Few (2006) confirms that the 
dashboard provides instant visibility of a department’s performance, which is related 
to the staff to work ratio per day/month.  Isakov (2013) encouraged the inclusion of 
national norms and benchmarks on the dashboard so that comparisons can be made 
with the unit’s performance.  Performance norms or benchmarks also assist in 
setting targets and timeframes when establishing a dashboard, for example, a 
minimum of eight (8) occupational therapy patients must be seen per therapist in the 
out-patients’ department per day.   
 
Table 4.8:  Frequency Distributions for Factor 3: Staff work ratio 
 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) Total 
B3.02 
Record 
volume of 
work 
(statistics) 
3.83 0% 3% 34% 38% 24% 29 100% 
B3.04 
Monitor work 
ratio per staff 
member per 
month 
3.78 4% 0% 41% 26% 30% 27 100% 
B3.05 
Monitor the 
work ratio 
per staff 
member per 
day in a 
specific 
month 
3.67 4% 4% 37% 33% 22% 27 100% 
F3 Utilisation 3.61 0% 9% 30% 39% 21% 33 100% 
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4.4.3.3  Budget-related monitoring 
The statements under this group of F3 of the questionnaire, were presented to the 
respondents to measure the utilisation of the dashboard for budget-related 
monitoring.  Only one (1) of the four (4) statements had a mean score (3.61) in the 
positive interval (3.40 – 5.00).  The remaining three (3) mean scores were in the 
neutral interval (2.80-3.40) and below the overall mean score for F3 (3.61).  Table 
4.9 summarises the budget-related monitoring findings from the respondents’ 
responses to these statements.  The findings indicate that the majority of the 
managers did not utilise the dashboard for budget-related monitoring, unless the 
department had a specific budget line item.  The findings are inconsistent with the 
literature, where the dashboard is advocated for financial monitoring.  The United 
States Health Care Compliance Association (2009) recommended that finances 
must be measured when creating key elements for a balanced dashboard.   Buck 
(2009) reported that managers are required to have “a finger on the pulse” to 
analyse their performance clinically, financially and operationally.    
 
Table 4.9:  Frequency Distributions for Factor 3: Budget-related monitoring 
 
The findings also indicate that managers are not implementing an integrated 
approach for M&E of the organisation as a whole, for example, financial issues are 
being left solely to the Finance department.  Potash (2011:94) and Infosys (2009) 
suggest that hospitals need to move towards an integrated approach to 
management.  The traditional management approach of working in silos, which is 
where clinician and financial leaders play separate roles without co-ordination, 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) Total 
B3.08 
Monitor 
supply costs/ 
expenditure 
3.37 4% 11% 44% 26% 15% 27 100% 
B3.09 
Monitor 
revenue 
collection 
2.80 27% 7% 33% 27% 7% 15 100% 
B3.10 
Monitor 
payment of 
suppliers 
2.95 26% 16% 16% 21% 21% 19 100% 
B3.11 
Monitor 
budget line 
items 
specific to 
the 
department 
3.61 9% 0% 39% 26% 26% 23 100% 
F3 Utilisation 3.61 0% 9% 30% 39% 21% 33 100% 
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results in the “biggest decision-making bottlenecks” and needs to be transformed 
into a multidisciplinary team approach for identifying opportunities for improved 
service delivery outcomes. 
 
4.4.3.4  General monitoring 
The statements under this group of F3 of the questionnaire, were presented to the 
respondents to measure the utilisation of the dashboard for general monitoring 
purposes.  Two (2) items had mean scores of 3.63 and 3.41, which were in the 
positive interval and indicated that the managers utilised the dashboard for 
monitoring of key performance indicators and compliance issues respectively.  The 
monitoring of projects had a mean score of 2.91 and fell in the neutral interval.  The 
group findings for general monitoring is summarised in Table 4.10. 
 
The findings are consistent with the literature review in chapter two.    Monitoring and 
evaluation are essential management functions, without M&E there is no 
management (Republic of South Africa, 2007).  The dashboard data, according to 
Eckerson (2006), should be easy to measure for monitoring purposes.  
Chandraharan (2010) reported that the dashboard assisted the maternity unit at St 
George’s Healthcare NHS Trust, in monitoring key performance areas and 
continuously helped improve patient care and outcomes.    
 
Table 4.10:  Frequency Distributions for Factor 3: General monitoring 
 
 
 
 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) Total 
B3.12 
Monitor key 
performance 
indicators 
3.63 7% 7% 27% 37% 23% 30 100% 
B3.13 
Monitor 
compliance 
and quality 
assurance 
requirements 
3.41 11% 11% 26% 30% 22% 27 100% 
B3.23 
Monitor 
departmental 
projects 
2.91 30% 0% 30% 26% 13% 23 100% 
F3 Utilisation 3.61 0% 9% 30% 39% 21% 33 100% 
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4.4.3.5  Asset monitoring 
The statements in this group of the questionnaire were presented to the respondents 
to measure if managers utilised the dashboard for asset monitoring.  The findings 
indicated that the mean scores for all the statements were in the neutral interval 
(2.60 – 3.40), which indicated that the dashboard was not utilised for asset 
monitoring and management.  The number of respondents who responded to the 
statements was also lower than other groups, which indicated that managers rated 
these statements as ‘non applicable’.  Table 4.11 summarises the findings for this 
group. 
 
All departments have equipment and stock, which managers should be accountable 
for.  The literature disconfirms these findings.  Talbot (2010) states the dashboard is 
a useful tool for: summarising available equipment in a department, monitoring 
maintenance turnaround times and annual servicing as well as monitoring of 
essential stock items.  Chandraharan (2010) also reflects how the maternity unit 
used its dashboard as an “evidence tool” to improve facilities and resources (staffing 
and equipment).   
 
Table 4.11:  Frequency Distributions for Factor 3: Asset monitoring 
 
 
 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) Total 
B3.14 
Monitor 
asset 
utilisation 
2.86 23% 9% 32% 32% 5% 22 100% 
B3.15 
Monitor 
maintenance 
of equipment 
e.g. annual 
service 
2.89 17% 11% 44% 22% 6% 18 100% 
B3.16 
Monitor 
repairs of 
equipment 
3.29 5% 5% 62% 14% 14% 21 100% 
B3.17 
Monitor time 
taken to 
complete 
repair 
3.30 5% 5% 60% 15% 15% 20 100% 
B3.18 Monitor 
stock 
3.26 15% 7% 37% 19% 22% 27 100% 
F3 Utilisation 3.61 0% 9% 30% 39% 21% 33 100% 
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4.4.3.6  Human resource monitoring 
The mean scores of all the statements relevant to human resource monitoring were 
in the positive interval (3.40 – 5.00).  This indicates that the majority of the managers 
used the dashboard to monitor human resource activities.  The findings are 
summarised in Table 4.12. 
 
The findings are also consistent with the literature.  Talbot (2010) stated that the 
introduction of a dashboard assists in addressing managerial accountability and the 
under-utilisation of resources: human and financial.  It is easy to determine whether 
staff are controlled or not, for example, high absenteeism rates. 
 
Table 4.12:  Frequency Distributions for Factor 3: Human resource monitoring 
 
 
4.4.4 Factor 4 (F4): Key elements of dashboard design 
The items in F4 measured the respondents understanding of the key elements in the 
design of a dashboard.  The United States Health Care Compliance Association 
(2009) encourages the design of the dashboard to include financial strength, human 
resources, operational effectiveness, service performance targets, risk management 
and adverse events.  Table 4.13 summarises the results of the respondents to the 
statements in identifying the key elements of the dashboard. 
 
The overall mean score for the key elements of the dashboard (F4) is 3.61.  The 
majority of the respondents (91%) fell into the positive interval (3.40 – 5.00), 
confirming their agreement that the key elements for a dashboard were critical 
features of the dashboard and were consistent with the literature findings.    
 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) Total 
B3.19 Monitor staff 
absenteeism 
4.00 4% 4% 25% 25% 43% 28 100% 
B3.20 Monitor staff 
leave 
3.82 7% 0% 32% 25% 36% 28 100% 
B3.21 
Monitor 
staffing e.g. 
adequate/ 
shortages/ 
utilisation 
3.79 4% 4% 32% 32% 29% 28 100% 
F3 Utilisation 3.61 0% 9% 30% 39% 21% 33 100% 
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Table 4.13: Frequency Distributions for Factor 4: Key elements of dashboard design 
 
No. Statement Mean 
Disagree
(1.80–2.60) 
Neutral
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly agree
(4.20-5.00) 
B4.01 
Link to the organisation’s 
strategic plans and 
objectives 
4.15 3% 15% 47% 35% 
B4.02 Operational effectiveness 4.47 0% 6% 41% 53% 
B4.03 
Human resources e.g. 
utilisation, absenteeism, 
vacant posts 
4.50 0% 9% 32% 59% 
B4.04 
Finances e.g. costs of 
supplies, paying of 
suppliers 
4.09 3% 18% 47% 32% 
B4.05 Departmental caseloads 
and processes 
4.06 3% 26% 32% 38% 
B4.06 Risk management 3.94 12% 21% 29% 38% 
B4.07 Adverse events / incidents 4.29 6% 6% 41% 47% 
F4 Key elements 3.61 9% 30% 39% 21% 
 
Items B4.03, B4.02 and B4.07 received the most positive responses indicating that 
managers strongly agreed that human resource related items, operational 
effectiveness and adverse events/incidents were key elements of the dashboard. 
These findings were consistent with the literature cited above. The mean scores for 
these three (3) items were 4.50, 4.47 and 4.29 respectively. The remaining four (4) 
items’ mean scores ranged from 4.15 to 3.94, indicating that these statements also 
obtained results within the positive interval.  From the managers’ experience of 
utilising the dashboard, the findings reflected that the respondents agreed about the 
degree of importance of the key elements in the design of the tool. 
 
4.4.5 Factor 5 (F5): Managerial assistance 
Clinical management today requires accountability, integration, and a co-ordinated 
focus on improvement.  Factor 5 represented in Table 4.14, measured the 
respondents’ experiences of the dashboard, as a monitoring and evaluation tool, and 
how it assisted their functions and performance as managers.     
 
The overall mean score for the managerial assistance of the dashboard (F5) is 4.20.  
This result is indicative that the majority of the respondents (82%) was within the 
positive interval (3.40 – 5.00) and found the dashboard to be a beneficial assistive 
managerial tool.  
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Table 4.14: Frequency Distributions for Factor 5: Managerial assistance 
 
Fifty (50) percent of the fifteen (15) items in F5 obtained mean scores in the positive 
interval (3.40 - 5.00), which demonstrated that the dashboards were highly rated in 
assisting managers with their duties and monitoring the performance of their 
departments.  The remaining response items had mean scores ranging from 3.82 to 
No.  Statement Mean 
Strongly 
disagree 
(1.00-1.80) 
Disagree 
(1.80–2.60) 
Neutral 
(2.60–3.40) 
Agree 
(3.40-4.20) 
Strongly 
agree 
(4.20-5.00) 
B5.01 
Monitor and 
evaluate at an 
operational level 
4.24 3% 3% 9% 38% 47% 
B5.02 
Monitor the 
completion of 
strategic 
objectives 
3.82 3% 9% 24% 32% 32% 
B5.03 
Improve the 
efficiency and 
effectiveness of 
health services 
4.15 3% 6% 12% 32% 47% 
B5.04 
Gather actionable 
information about 
your 
department’s 
performance 
4.50 0% 0% 9% 32% 59% 
B5.05 
Display relevant 
data in a simple 1 
– 2 page 
spreadsheet 
4.53 0% 0% 6% 35% 59% 
B5.06 Group relevant information 4.38 0% 0% 12% 38% 50% 
B5.07 Improve staff efficiency 4.18 3% 0% 24% 24% 50% 
B5.08 Accelerate decision making 4.15 3% 3% 18% 29% 47% 
B5.09 
Streamline 
workflow 
processes 
3.94 3% 6% 21% 35% 35% 
B5.10 
Reduce 
oversights and 
errors 
4.06 3% 6% 18% 29% 44% 
B5.11 
Motivate 
employees to 
improve by 
proving the 
impact of their 
specific job on 
the organisation 
3.82 3% 9% 18% 44% 26% 
B5.12 
Create ownership 
of departmental 
dashboards by 
managers 
4.41 0% 3% 6% 38% 53% 
B5.13 
Provoke thought 
and 
communication 
4.35 0% 6% 9% 29% 56% 
B5.14 Use it as a tool for change 4.35 0% 3% 12% 32% 53% 
B5.15 
Re-assess the 
indicators 
annually to align 
with departmental 
strategic plans 
and goals 
4.15 3% 6% 6% 44% 41% 
F5 Managerial assistance 4.20 0% 6% 12% 24% 59% 
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4.20 and were within the positive interval (3.40 – 5.00).  All respondents were once 
again positive about the assistance of the dashboard as a managerial tool.  
 
These findings are consistent with the literature survey findings in Chapter two, 
namely Isakov (2013) who emphasised the need to keep the dashboard simple – 
maximum of two (2) pages and information should be grouped to ensure that it is a 
snapshot.  Dashboards must assist managers with ownership of their performance.  
Dolan et al. (2013) reiterate the importance of simple, logical grouping of information.  
The Health Care Compliance Association (2009:13) also cautioned that a dashboard 
was not useful unless it was used by managers as a tool for change.   
 
4.4.6 Overall dashboard rating (ODR) 
The factors (F1 – F5) of section B of the questionnaire were analysed to measure 
which aspects of the dashboard were rated more positively by the managers and 
then to calculate the overall rating of the dashboard. 
 
Table 4.15: Frequency Distributions: Overall dashboard rating 
 
Factor Mean Disagree 
[1.80-2.60) 
Neutral 
[2.60-3.40] 
Agree 
(3.40-4.20] 
Strongly agree 
(4.20-5.00] 
Total 
F1: Access to 
information 
4.51 0 0% 2 6% 7 21% 25 74% 34 100% 
F2: Usefulness 4.10 0 0% 5 15% 13 38% 16 47% 34 100% 
F3: Utilisation 3.61 3 9% 10 30% 13 39% 7 21% 33 100% 
F4:  
Key elements 
4.21 0 0% 3 9% 14 41% 17 50% 34 100% 
F5: Managerial 
Assistance 
4.20 2 6% 4 12% 8 24% 20 59% 34 100% 
FODR: Overall 
Dashboard 
Rating 
4.13 0 0% 3 9% 12 35% 19 56% 34 100% 
 
Table 4.15 summarises the overall dashboard rating, which reflects a mean of 4.13.  
Thirty-one (31) of the thirty-four (34) managers (91%) responded positively, while 
only 9% were neutral.  None of the respondents registered any negativity about their 
experiences of utilising the dashboard. This confirmed that the managers of the 
ELHC were overwhelmingly positive about the use of the dashboard as an effective 
M&E tool.  
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4.4.7 Mean factor scores by Department 
The findings of each factor (F1 – F5) of section B of the questionnaire was also 
analysed per department and then ranked in order to measure how departmental 
managers rated the different factors as well as the overall experience of using the 
dashboard.   Table 4.16 summarises the findings of this analysis.  The top five (5) 
means per factor have been highlighted in red for easy reference. 
 
Of the nine (9) departments in the ELHC, Soft Services, which includes Laundry, 
Food services, Security, Transport and Grounds departments, rated their 
experiences of the dashboard the most positively.  All the factors’ (F1 – F5) means 
were within the positive interval. The FODR mean of the dashboard for this 
department was a favourable 4.68.  The Quality Assurance department followed a 
close second and found the access to information the most important aspect of the 
dashboard.  The Human Resource departments rated F2 (usefulness) and F4 (key 
elements) as being the most beneficial to their managers.  This department had a 
low score for F3 which is indicative of the number of statements which did not relate 
to their field of work, namely patient related items.  This is confirmed in the literature 
by Amizaki et al. (2011:17), who suggested that the design of a dashboard but be 
representative of the focus activities of a specific department.  Alberta Health 
Services (2012:5) also highlighted that the design of a dashboard is very important 
and must only include information that is vitally important to the specific department 
and the organisation’s performance. 
 
The mean score for the overall dashboard rating was 4.13.  Four (4) departments 
reflected a mean score higher than the overall mean, namely Soft Services (4.68), 
Quality Assurance (4.67), Human Resources/Labour Relations (4.53) and 
Institutional management (4.38).  The remaining five (5) departments all had mean 
scores in the positive interval, although they were below the FODR.   
 
The responses point to agreement with literature survey findings that dashboards 
can assist healthcare managers in monitoring and evaluation of departmental 
performances and when combined can indicate the performance for the whole 
complex/hospital.   
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Table 4.16:  Mean factor scores by Department 
 
n 
F1 
mean Rank 
F2 
mean Rank 
F3 
mean Rank 
F4 
mean Rank 
F5 
mean Rank 
F
ODR 
mean Rank 
Overall 34 4.51 - 4.10 - 3.61 - 4.21 - 4.20 - 4.13 - 
Soft Services 2 4.75 3 4.63 2 4.65 1 4.57 3 4.77 2 4.68 1 
Quality 
Assurance 2 4.83 1 4.37 4 4.31 2 4.71 2 4.77 2 4.67 2 
Human 
Resources/ 
Labour 
Relations 
3* 4.78 2 4.82 1 2.87 9 4.48 5 4.98 1 4.53 3 
Institutional 
management 2 4.67 4 4.63 2 3.29 7 4.86 1 4.43 4 4.38 4 
Clinical 15 4.61 5 4.00 5 3.44 5 4.13 6 4.13 5 4.06 5 
Facilities/ 
Engineering/ 
Clinical 
Engineering 
3 4.39 6 3.84 7 3.34 6 4.48 4 4.09 6 4.03 6 
Finance/ 
Supply Chain 
Management 
5 4.13 8 3.85 6 4.06 3 3.89 7 3.75 8 3.86 7 
Information 
Technology/ 
Information 
Management 
1 4.17 7 3.47 9 3.00 8 2.86 9 3.93 7 3.48 8 
Administration 1  3.33 9  3.53 8  4.00 4  3.86 8  3.07 9  3.45 9 
* n = 2 for F3                                       
 
4.5 Discussion of findings: Qualitative information Section C of 
Questionnaire 
Section C consisted of three open-ended questions, in order to gain insight into the 
experiences regarding the implementation of the dashboard by all managers. 
Respondents were given the opportunity to indicate their most positive and negative 
experiences related to aspects of the dashboard, as well as suggest 
recommendations to solve the negative aspects.   
 
4.5.1 Positive experiences of managers in implementation of dashboard 
Of the thirty-four (34) respondents who used the dashboard, thirty-two (32) 
responded with positive experiences (94.11%).  The positive experiences have been 
categorised into qualitative themes to indicate which aspects of the dashboard were 
the most beneficial to the managers, these are: 
 Efficiency 
 Standardisation of data 
 Monitoring and evaluation  
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 Monitoring and evaluation management tool 
 
The themes and positive responses, quoted in the respondents’ own words, have 
been grouped to assist the interpretation in Table 4.17. 
 
Table 4.17: Positive experiences of managers with the implementation of the dashboard 
QUALITATIVE 
THEME 
RESPONDENTS’ POSITIVE EXPERIENCES 
Efficiency  “Information available immediately – no need to go through 
files and paper work.” 
 “It has included cost for areas as well as statistics for items.” 
 “Ensured more accurate recordkeeping of all areas.” 
 “Improves management focus areas.” 
 “Time saving …” 
 “Able to monitor unit’s performance just by looking at the 
dashboard.” 
 “User friendly …” 
 “Information available at a glance.” 
 “Reduces oversights and errors.” 
Monitoring and 
evaluation 
 “Able to monitor work ratio per staff member.” 
 “Allows for comparison.” 
 “Highly informative on a number of indicators of performance 
within a short time.” 
 “Measure and evaluate performance …” 
 “Measure input and output …” 
 “All the details are there to be seen, analyses the trends and 
makes monitoring easier.” 
 “Monitors and evaluates departments’ set targets.” 
 “Aligned with the department’s goals and objectives.” 
 “Controls are improved.” 
 “An understanding of the operational activities and the ability 
to identify areas of under-performance within the hospital.” 
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Standardisation  “Dashboard reflects the average turnaround time for orders, 
budget spent, where the majority of the budget was spent and 
requests versus orders generated.” 
 “Easy access to information required for annual and provincial 
reports.” 
Monitoring and 
evaluation tool 
 “Provides objective data with which to manage and make 
decisions.” 
 “Allows one to identify problem areas/ risks quickly.” 
 “Time saving tool …” 
 “Senior managers seem to have a better understanding of the 
key functions of individual departments and as a result are 
able to assist in an appropriate manner.” 
 “Easy to work out averages.” 
 “The most important statistics are recorded.” 
 “Staff leave calculation …”  
 “Statistics of patients 
 “Promotes transparency to other directorates to be aware of 
the performance of others 
 “Easy to identify activities, achievements and areas for 
improvement.” 
 “Gives a balanced view of the organisational performance 
 “Able to monitor number and type of referrals.” 
 “Able to plan improvement projects according to information 
on dashboard.” 
 “Easy to compare data over several months.” 
 “It gives early warning signs.” 
 “Dashboard assisted ineffectively identifying the quality 
improvement gaps.” 
 “It is a monitoring tool for improvement.” 
 “Provokes thought and improves communication.” 
 “Dashboard is a critical tool for managers to ensure alignment 
to the institutional strategic objectives and operational plans.” 
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 “Promotes a performance-driven team.” 
 “Good early warning potential.” 
 
Only two (2) respondents (5.88%) had no positive experiences about the dashboard. 
One (1) respondent answered “nil”, while the other justified the answer by 
commenting: “None - in the Engineering section, the dashboard is not used 
optimally.” 
 
The literature concurs with these findings.  Amizaki, Hu, Li and Shim (2011:4) stated 
that dashboards result in “efficiency of resource use, and the sustainability of 
results.”  The NHS (NHS Specialised Services, 2013) in England has reported great 
achievements with the dashboard, especially in measures of clinical outcome, 
patient experience and service effectiveness and efficiency.  With regard to 
standardisation, Salama (2012) states that for M&E to be operationally effective, it 
must be carried out in a planned, standardised format and on a regular basis. Potash 
(2011) confirms that monitoring and evaluation are essential tools for businesses, 
projects and service delivery structures. 
 
The findings suggest that the experiences of managers, with the introduction of a 
monitoring and evaluation dashboard, were overall positive.  This answers the 
question as to whether the dashboard can be regarded as a useful tool to improve 
M&E in health institutions in the Eastern Cape.  The categories identified are also 
consistent with the literature about utilising a dashboard for M&E and confirm the 
findings of F1 (access to information), F2 (usefulness) and F4 (key elements for 
M&E) in section B of the questionnaire.  
 
4.5.2 Negative experiences of managers in dashboard implementation 
Twenty-three (23) respondents (67.65%) used this section to view the negative 
aspects of their experiences of the dashboard.  Eleven (11) respondents (32.35%) 
indicated that there were no negative experiences.   
 
In order to analyse the negative experiences, the responses have been categorised 
to indicate the main contributors of the negativity towards the introduction of the 
dashboard; these are: 
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 Lack of standardisation 
 Time-consuming 
 Human error 
 Education of staff 
 Change management 
 Unavailability of narrative comment 
 Data collected not aligned to organisational priorities 
 
The themes and responses, quoted in the respondents’ own words, have been 
grouped to assist the interpretation in Table 4.18. 
 
Table 4.18: Negative experiences of managers with the implementation of the dashboard 
QUALITATIVE 
THEME 
RESPONDENTS’ NEGATIVE EXPERIENCES 
Standardisation  “Not always uniformity in the organisation around certain 
descriptions in the dashboard.” 
 “Some of the indicators requested do not apply at an 
operational level.” 
 “Duplication of information …” 
 “No area for comment on dashboard – narrative input.  This 
has to be done in a separate document.” 
 “Dashboard format is simple but too brief.” 
 “Departments did not utilise the same formulae to calculate 
ratios.” 
 “No checking of authenticity of information.” 
 “Current dashboards are not integrated to provide a complete 
view of the organisation.” 
 “Dashboard lacks project detail.” 
 “If tool is not aligned to the organisational priorities, then data 
collected is irrelevant.” 
Time-consuming  “Completion of dashboard can be time-consuming.” 
 “Have to be disciplined to capture the statistics regularly/ 
daily.” 
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 “Not having automated systems to provide the statistics and 
populate the dashboard.” 
 “No formatting to do calculations – had to insert or do it 
manually.” 
Human error  “Statistics not entered correctly – results in skew of activities 
in department.” 
 “Dashboard is only useful if the data input is correct.” 
Education of staff  “Staff members do not appreciate the significance of the 
dashboard.” 
 “When it was introduced, the rationale and the concept was 
not understood.” 
Change 
management 
 “In the beginning very few managers used it to improve 
overall management.” 
 “Some people dodged the tough monitoring and therefore it 
wasn’t as useful in all areas as it could have been.” 
 “It takes time to appreciate the benefits.” 
 “It is a desktop exercise.” 
 “Allows managers to be identified as poor performers.” 
 “Dashboards are submitted for compliance reasons.” 
 “It exposed our shortfalls.” 
 “It was difficult to adapt to change.” 
 
In the literature review, Perla, Provost and Parry (2013:184) warn that improvement 
changes in a large organisation, such as healthcare, are “often met with resistance 
and skepticism” as negative results are deemed as a failure instead of interpreting 
the result as a focus area for improvement.  Cognisance must be taken of the 
categories, for example, there is lack of standardisation with measuring of data from 
one department to the next.  A good example of this is the measurement of 
performance: Should it be measured as a headcount or as treatment time of 
patients? The data in some departments is being captured manually which is time-
consuming, errors can be made and can also result in skewed data, especially if the 
data is not entered completely.  There was a lack of education and communication 
with the managers, especially for those who had not utilised a dashboard previously, 
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which ultimately resulted in the exercise meeting with some resistance.  A new tool 
was introduced without preparing managers for the changes in the new monitoring 
and evaluation method.  Many managers felt vulnerable and did not accept or 
understand the process to improve the overall management, monitoring and 
evaluation of their department.  McKinney (2009:42) confirms this negative 
experience and states the need for communication at all levels prior to the 
introduction of the dashboard.  The outputs and performance are viewed in a 
transparent manner by the dashboard and managers must be prepared for the 
change in M&E methods of their respective departments.  It allowed for transparency 
and accountability of information.  Managers reported that a narrative column 
needed to be introduced to the dashboard as they were unable to explain the trends 
of the data.  This was being done in a separate narrative report, which was time-
consuming.  Negative aspects from strategic managers (CEO) were that key 
elements of data were not always aligned to the organisational priorities and projects 
were not reflected on the dashboard. 
 
The findings indicate that there were negative experiences with the introduction of 
the monitoring and evaluation dashboard.  The managers were given an opportunity 
to respond to how the challenges can be addressed.  This will be discussed in the 
following section.  
 
4.5.3 Managers’ solutions to negative experiences 
In Section C of the questionnaire, the managers were also given the opportunity to 
identify solutions to their negative experiences.  Some of the solutions were as 
follows and are quoted verbatim as articulated by respondents: 
 “To get standardised descriptions of all aspects of the dashboard.” 
 “All stats should be electronically fed into the dashboard.  This will ensure a 
more accurate reflection of activities/performance within the department.” 
 “Data capturer per department.” 
 “Ensure innovation and good performance by managers is recognised.” 
 “It should be introduced thoroughly to all managers.  They must be 
workshopped well so that everybody understands it well.” 
 “The document to be revisited and customised.” 
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 “Required information must be minimised.” 
 “By having a competent person appointed to gather stats relating to the 
technical sections.” 
 “First find out from each department how they operate because we differ in 
terms of how we render services to clients.”   
 “Include a narrative cell in the spreadsheet.” 
 “The dashboard must be expanded to allow for a single tool that incorporates 
all key data and indicators for the organisation.” 
 “The tool should also incorporate projects that are aligned to the 
organisational operational plan and strategic objectives.” 
 
The literature confirms many of these solutions.  Hellriegel et al. (2004) state the 
performance of the organisation and factors which contribute to service delivery 
outcomes, need to be monitored and evaluated.  There is also a need to assess the 
ultimate impact of the projects or services provided.  The Health Service Journal 
(2010) reports that dashboards can be utilised to standardise the collection of data.  
All data on a dashboard must be accompanied by strict definitions for indicator 
numerators and denominators as well as the method of calculating the measure (The 
Dashboard Spy, 2006).  El Turabi, Hallsworth, Ling and Grant (2011) state that in 
order to have effective performance management in an institution, managers require 
access to performance details which relate to a balanced overview of the 
organisation’s performance without loading them with unnecessary data and reports.  
The data collection should be minimised to only focus on areas and activities of great 
importance to the organisation.  On the other hand, Potash (2011) and Infosys 
(2009) suggested that hospitals need to move towards an integrated approach to 
management.  The traditional management approach of working in silos needs to be 
transformed into a multidisciplinary team approach for identifying opportunities for 
improved service delivery outcomes and praising good performance. The United 
States Health Care Compliance Association (2009:3) also warned that the correct 
dashboard indicators needed to be selected to create a balanced dashboard. 
 
These solutions will be incorporated into the researcher’s recommendations in 
chapter 5. 
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4.6 Chapter summary 
In this chapter, results that emerged from the descriptive analysis of the data were 
presented.  From the questionnaire, findings with regards to the experiences of 
managers to the access to information, usefulness, utilisation, key elements of 
dashboard design and assistance afforded to managers by the dashboard were 
established.  These five (5) factors were briefly described and the items measuring 
(namely, means and frequency distributions) the factors were presented.  Findings 
with regards to the most positive and negative experiences of the managers were 
also presented. 
 
The overall rating of the dashboard confirms that the dashboard was reported as 
useable and beneficial to the respondents.  The questionnaire also provided data in 
support of the literature survey findings about the dashboard being an effective 
monitoring and evaluation management tool.   
 
The next chapter will provide the final summary, conclusions and recommendations 
of this study.   
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CHAPTER 5 
 
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 
 
5.1 Introduction 
The previous chapter described the results of the analysis and interpretation of the 
data collected.  In this chapter, a brief synopsis of the research will be presented, 
which will be followed by the conclusions and recommendations, which aims to 
improve the use of a monitoring and evaluation dashboard in healthcare.  Finally, the 
limitations encountered when conducting the study will briefly be discussed and 
suggestions for future research will be proposed. 
 
The researcher follows the advice of Bless et al. (2006), who recommend that after 
interpreting the findings, it is useful to summarise the aims of the research, compare 
these with the findings and draw conclusions on how much and in which manner the 
goal has been achieved. 
 
5.2 Brief synopsis of research 
This discussion will consist of four sections, namely the purpose of the study, the 
literature review, the research design and methodology, as well as a summary of the 
empirical findings of this study. 
 
5.2.1 Purpose of the study 
As indicated in chapter one, the primary objective of this study was to investigate the 
managers’ experiences of the introduction of a monitoring and evaluation dashboard 
in the ELHC, in the Eastern Cape.  Furthermore, a number of objectives were 
identified to help achieve the primary objective of the study, namely: 
Objective 1: 
 To explore and describe the experiences of the managers regarding the 
implementation of the dashboard in order to identify the factors influencing the 
implementation of an M&E dashboard.  
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This research objective was addressed in Chapter two in terms of the literature 
review undertaken.  From the literature survey several factors influencing the 
implementation of the dashboard were discussed, namely monitoring and evaluation 
as an essential management tool, its range of uses, the simplistic design, the need 
to generate good quality information and for information to be available at the 
managers’ fingertips. 
 
From the empirical findings, factors relating to the implementation were confirmed.  
These findings were obtained through the survey questionnaire.  In particular, 
respondents agreed that the data was simply displayed, it was easy to visualis 
e trends and performance, data was grouped together for easy interpretation and the 
focus was on day-to-day activities, which led to ‘buy in’ from managers and 
employees. 
 
Objective 2: 
 To identify key elements of an effective M&E dashboard. 
 
From the literature survey, examples of key elements of dashboards utilised in 
healthcare were described as operational effectiveness, patient satisfaction (number 
of complaints), comparison of performance with national norms/benchmarks, 
monitoring and utilisation of resources: human, equipment and finance. 
 
From the empirical findings, the key elements were confirmed by the respondents.  
The elements identified by the respondents and in preferential order were: 
 Human resources  
 Operational effectiveness  
 Adverse events/incidents  
 Link to the organisation’s strategic plans and objectives  
 Finances  
 Departmental caseloads and processes  
 Risk management  
These findings confirmed the items which were essential elements for the monitoring 
and evaluation dashboard. 
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Objective 3: 
 Based on the findings of the study, to make recommendations to improve 
implementation of the dashboard as a monitoring and evaluation tool. 
 
The open-ended questions of the survey questionnaire assisted in identifying where 
managers had negative experiences with the dashboard and elicited managers’ input 
on how these can be corrected prior to implementation of the dashboard in other 
healthcare institutions.  These inputs by managers will receive further elaboration in 
Table 5.3.  
 
5.2.2 Research design and methodology 
This study employed a quantitative research approach and was explorative and 
descriptive in nature as it attempted to gain familiarity and insight, while accurately 
depicting the experiences and perceptions of managers in the ELHC of the 
dashboard. The study involved a single specific group, which resulted in a case 
study approach utilising a survey questionnaire to obtain the primary data.   
 
The secondary data was obtained from books, journals and the internet.  The 
questionnaire consisted of predominantly quantitative and a few qualitative items, in 
the form of open-ended questions.    
 
Cronbach’s Alpha (∝ሻ	was used to estimate the reliability of the different factors of 
the questionnaire.  Cronbach’s alpha values of 0.70 and above are typically 
employed as a rule of thumb to denote a good level of internal reliability (Nunally, 
1978:85; Bryman & Bell, 2007). The factors of Section B have Cronbach Alpha 
scores ranging from 0.82 to 0.97, which indicates that the questions in each factor, 
tested what was required and the results are therefore a reliable indicator. 
 
In this study, sampling was not undertaken due to the limited size of the research 
population and thus questionnaires were distributed to the entire population.   
  
Descriptive analysis was used to analyse the data.  Section B of the questionnaire 
identified five (5) factors that influenced the implementation of the dashboard: access 
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to information, usefulness, utilisation, key elements and the assistance offered to 
managers. 
 
5.3 Summary of findings  
5.3.1 Demographic information 
Section A of the questionnaire focused on the demographic information of the 
respondents.  The majority (74%) of the managers were employed at Frere Hospital.  
The managerial team was predominantly female (71%), in the age group of fifty to 
fifty-nine (50 – 59) years,  experienced and knowledgeable with 61% of the 
managers having five to nineteen (5 – 19) years’ experience. The majority of the 
managers (44%) worked in a clinical domain, which was indicative for a healthcare 
environment.  The experience of working with a dashboard was a new concept for 
76% of the managers. 
 
5.3.2 Descriptive information  
Section B consisted of five (5) factors referring to different aspects of the dashboard.  
Each sub-section consisted of numerous items describing the point under 
consideration.  These statements were linked to a five (5) point Likert-type scale.   
 
Factor 1 (F1): Access to information 
The mean score for F1 was 4.51, which indicated that the respondents strongly 
agreed that the dashboard provided sound access to information.  The Cronbach 
Alpha value was 0.82, which denotes that the results of the items in F1 were reliable 
indicators.  The items which scored the highest mean scores were ‘data can be 
compared over a period of time’, ‘data is easily accessible’ and ‘the dashboard 
provides important information in a snapshot’ and concur with the literature findings 
(Compare Amizaki et al., 2011; Nelson, 2010; Few, 2006).  
 
Factor 2 (F2): Usefulness of dashboard 
The mean score for F2 is 4.10.  This result reflects that the majority of the 
respondents (47%) strongly agreed with the statements and their experiences and 
responses indicate that the dashboard was a useful tool. 
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The following items scored the highest mean scores: ‘awareness of 
underperformance in a department’, ‘awareness where a department is excelling’ 
and ‘comparison of performance with targets, for example national norms’.  The 
mean scores for these items were 4.44, 4.35 and 3.85 respectively.  The lowest 
mean score of the fifteen (15) items was 3.85, which concluded that all the 
responses were in the positive interval (3.40 – 50).  These items are consistent with 
the literature (Compare Dolan et al., 2013). 
 
Factor 3 (F3): Utilisation of dashboards 
Twenty-four (24) items that referred to uses of the dashboard in a healthcare 
environment were rated by the respondents.  Thirteen (13) of the twenty four (24) 
items obtained mean scores in the positive interval (3.41 - 5.00), which 
demonstrated that the dashboards were widely utilised.   
 
Dashboards need to be tailor-made for a department in order to be utilised as an 
effective monitoring and evaluation management tool.  The five most utilised items 
were ‘monitor staff absenteeism’, ‘record volume of work (statistics)’, ‘record 
statistics measuring service delivery’, ‘monitor staff leave’ and ‘monitor adverse 
events/ incidents/ accidents’. These items fall into the categories of monitoring, 
analysis and management and therefore confirm the literature statements (Compare 
Eckerson, 2006).  While these items claimed a positive response, a few respondents 
were more negative about monitoring the following: payments, patient satisfaction, 
stock and projects, with the aid of a dashboard.   
 
Factor 4 (F4): Key elements of dashboard design 
The mean score for the key elements of the dashboard (F4) is 4.21.  The majority of 
the respondents (91%) fell into the positive interval (3.40 – 5.00), confirming their 
agreement that the key elements for a dashboard were critical features of the 
dashboard and were consistent with the literature findings (Compare Tipton, 2008; 
United States Health Care Compliance Association, 2009).  The objective of 
identifying the key elements was achieved.  
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Factor 5 (F5): Managerial assistance 
The mean score for managerial assistance (F5) was 4.20.  This result indicated the 
82% of the respondents were positive about the experiences of the items in this 
factor.  The findings were once again consistent with the literature survey findings, 
that dashboards need to be kept simple; information must be grouped and logical 
and above all must be used as a tool for change (Compare Isakov, 2013; Dolan et 
al., 2013; The Health Care Compliance Association, 2009). 
 
FODR: Overall dashboard rating 
The overall dashboard rating had a mean score of 4.13 and a Cronbach Alpha value 
of 0.86, which confirmed the reliability of the questionnaire. Factors 1, 4 and 5 
scored the highest mean scores respectively, which indicates that the managers 
were more positive about the access to information, key elements and managerial 
assistance offered by the dashboard. 
 
Thirty-one (31) of the thirty-four (34) managers (91%) responded positively, while 
only 9% were neutral.  None of the respondents encountered negative experiences 
of utilising the dashboard. This shows that the implementation of the dashboard was 
seen as a favourable experience by the ELHC managers.  
 
Mean factor scores by Department 
The mean score for the overall dashboard rating was 4.13.  Four (4) departments 
reflected a mean score higher than the overall mean, namely Soft Services (4.68), 
Quality Assurance (4.67), Human Resources/Labour Relations (4.53) and 
Institutional management (4.38).  The remaining five (5) departments all had mean 
scores in the positive interval, although they were below the FODR mean score of 
4.13. 
 
The respondents are in agreement with the literature reviews outlined in chapter two.  
As reflected in the findings, their experiences of the implementation of the dashboard 
were extremely positive. 
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5.3.3 Summary of findings from open-ended items 
In Section C of the questionnaire, the respondents were given the opportunity to 
respond to what were the most positive and negative experiences in the 
implementation of the dashboard. 
 
Positive experiences of managers in implementation of dashboard 
Of the thirty-four (34) respondents who used the dashboard, thirty-two (32) 
responded with positive experiences (94.11%).   
 
From the positive experiences, the findings indicate that the managers were 
impressed and influenced by the effectiveness of the dashboard as a monitoring and 
evaluation tool.  These responses are aligned and confirm the positive findings of F1 
(access to information), F2 (usefulness) and F4 (key elements).  The findings are 
also consistent with the literature (Compare Few, 2006; Eckerson, 2006; Isakov, 
2013), which states that there are numerous benefits of using digital dashboards, 
namely: 
 Quick and easy to access 
 Visual presentation of important data 
 Measuring of efficiencies and inefficiencies 
 Ability to generate detailed reports from the trends shown in the dashboard 
 Time saving compared to multiple detailed reports 
 Instant visibility of department’s performance 
 Informed decisions can be made from the information shown 
 Provokes thought and communication at all levels 
 
The findings suggest that the experiences of managers, with the introduction of a 
monitoring and evaluation dashboard, were overall positive and that dashboards can 
be introduced to improve M&E in public health institutions.   The findings also answer 
two of the objectives of the study, namely:  
 To explore and describe the experiences of the managers regarding the 
implementation of the dashboard in order to identify the factors influencing the 
implementation of an M&E dashboard; and 
 To identify key elements of an effective M&E.  
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Negative experiences of managers in dashboard implementation 
Twenty-three (23) respondents (67.65%) used this section to view the negative 
experiences of the dashboard.  Eleven (11) respondents (32.35%) indicated that 
there were no negative experiences. 
 
From the negative findings, standardisation of the elements of the dashboard 
featured the most.  The lack of change management was also highlighted, which 
resulted in managers finding the experience of the implementation of the dashboard 
as a personal threat rather than improving performance through M&E. The lowest 
mean score of 3.61 for F3 (utilisation), although in the positive interval is indicative of 
the negative experiences, as managers did not utilise the dashboard effectively due 
to the negative experiences. This was due to lack of education and change 
management interventions. 
 
Perla, Provost and Parry (2013:184) warned that improvement changes in a large 
organisation, such as healthcare, are “often met with resistance and skepticism” as 
negative results are deemed as a failure instead of interpreting the result as a focus 
area for improvement.  Cognisance must be taken of the challenges, for example 
there is lack of standardisation with measuring of data from one department to the 
next and the need for the tool to be automated.   
 
5.4 Conclusions 
This research study produced quantitative data emanating from a survey 
questionnaire designed by the researcher and completed by thirty-four (34) 
managers from the ELHC.  The study has provided an overview of the experiences 
of managers involved with the implementation of a monitoring and evaluation 
dashboard in a hospital complex in the Eastern Cape.   
 
The factors of the dashboard, namely access to information, usefulness, utilisation, 
key elements and managerial assistance with a mean score of 4.13 for the overall 
dashboard rating were indicative that the managers had a generally more positive 
experience with the implementation of the monitoring and evaluation dashboard at 
the ELHC.  The respondents were also in agreement with the key elements identified 
for a dashboard, once again addressing one of the objectives of the study. 
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The majority of the negative experiences could have been avoided if the managers 
and the senior staff members had been briefed about the dashboards.  The intent of 
the dashboard and the benefits that it could provide to the ELHC was not well 
communicated.  Likewise, the managers were not prepared for the change in 
monitoring and evaluating performance, as they had not been subjected to any 
change management.  Planning and standardising the dashboard elements so that 
all departments reported on the same elements for generic indicators, for example 
human resources: monitoring of leave, absenteeism and vacant posts, could have 
prevented the negative experiences.  Embedded formulae for calculations would 
have assisted those managers, who were not familiar with using Microsoft Excel®.   
 
All the findings were consistent and confirmed with the literature review discussed in 
chapter two. 
 
5.5 Limitations of the study  
In this study a sample could not be drawn as the population was limited.  It may be 
valuable for future studies to include respondents from a number of hospitals 
providing different services, for example Primary Health Care institutions (clinics and 
community health centres), District and Regional hospitals, to determine a better 
overview and understanding regarding the experiences of the implementation of a 
monitoring and evaluation dashboard to improve service delivery in public healthcare 
institutions. 
 
Convenience sampling could be used as the method of data collection. 
 
5.6 Recommendations 
From this study and recommendations reflected by managers in Section C of the 
questionnaire, the researcher recommends that the following changes pertaining to 
the implementation of a dashboard in a public healthcare institution could be made 
and are presented in Table 5.3.   
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Table 5.3: Recommendations to improve the dashboard 
BENEFIT PROBLEM(S) RECOMMENDATION 
Data can be 
compared over a 
period of time  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Incorrect data 
input 
 Skew results 
 Inconsistency 
of definitions 
and 
calculations for 
measured items
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Regular audits:  All departments 
should be subjected to an internal 
audit to verify data.  Evidence is 
crucial in this exercise.  The audit 
could be carried by the Quality 
Assurance department utilising a 
custom-made tool. 
 
 Quarterly review of data by 
management team:  Time can be 
spent in a focused manner to 
monitor the overall performance of 
the organisation (hospital) 
 
 Standardisation of the system:  
All generic elements of the 
dashboard must be standardised 
and have definitions.  The tool 
should assist managers by having 
in-built formulae attached for 
calculations.  The key elements of 
the dashboard must include the 
priorities of the department, for 
example bed utilisation rate, 
neonatal deaths and adverse 
events.   
 
 Information Technology (IT) 
infrastructure:  The dashboard 
could be used as the sole reporting 
tool by managers.  In order to 
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provide information to a number of 
sections and managers, for example 
CEO and the Information 
Management department, the 
dashboard could be automated and 
available for population of the 
institution’s intranet.  This will allow 
integration all the departments’ data 
into one dashboard for the 
organisation. 
Automation of the dashboard will 
require planning, programming, 
implementation and constant 
monitoring by the IT department.  
This in turn may require additional 
personnel. 
Can measure 
efficiency of the staff 
and ultimately 
service delivery 
 Quality of the 
data reported 
 Change management:  Before the 
implementation of any new 
monitoring and evaluation device all 
managers must be subjected to 
change management, to improve 
the likelihood of success.  The goal 
of change is to improve the 
organisation by altering how work is 
done.  Change management is 
required to manage the people side 
of change to achieve the required 
business outcome.  
 
 Education of staff:  Information 
training sessions must be held with 
managers and then senior staff 
members to introduce the new topic 
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and explain the term and benefits of 
a dashboard.  Buy-in from the staff 
members is very important.  This 
training must emphasise the 
submission of quality data so that 
managers trust the tool and use it 
make informed decisions and 
improve performance. 
The dashboard 
provides important 
information in a 
‘snapshot’ 
 Time 
consuming to 
enter the data 
 
 Capturing of 
data interferes 
with managerial 
duties 
 Human resource capacity:  
Managers must be allowed the 
opportunity to manage and not 
become data capturers.  
Administration clerks should be 
appointed in large departments to 
assist with this task.  The general 
understanding of the dashboard will 
then be shared by all categories of 
staff in the department. 
Projects can be 
monitored 
 Insufficient 
quality data is 
provided to 
monitor and 
evaluate the 
value of the 
departmental 
projects 
 Project management:  This needs 
to be incorporated as a generic key 
element on all dashboards.  Quality 
improvement projects require 
provincial monthly reports.  A Gantt 
chart for each project can be 
attached to the dashboard utilising 
green, yellow and red as indicators 
to aid easy interpretation of the data.
 
It is also recommended that section B3 of the questionnaire is modified, to assist 
future use of this research questionnaire.  The sub-section had twenty-four 
statements where the dashboard could be utilised.  There were too many statements 
to analyse and discuss under one (1) factor.  Many of these items, especially clinical 
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and patient-related statements, were not applicable to some of the managers’ 
functions.  It is recommended that the statements are grouped into generic areas, for 
example human resources, finance and service delivery, to assist analyses, 
discussion and literature verification. 
 
5.7 Recommendations for future research 
This study has paved the way for future research, which can focus on many aspects 
of the dashboard and areas where it is used.  Examples of future studies are: 
 Research into compiling indicators for different areas in a hospital; 
 Comparison of experiences of the implementation of dashboards in Primary 
Health Care and specialist departments; 
 Research into reducing costs with the use of a dashboard in specialised units, 
for example cardiac surgery; 
 Research into patients’ perceptions of quality services to inform indicators on 
a dashboard 
 
5.8 Concluding remarks 
This research has attempted to answer the research questions and objectives as 
stated in chapter one.  The empirical evidence will assist in the quest for gaining 
better understanding of the experiences and perceptions of managers in the 
implementation of the monitoring and evaluation dashboard at the ELHC.  The 
overwhelming positive response to the dashboard by the managers indicates that the 
dashboard can be implemented in other healthcare institutions in the Eastern Cape.  
This will hopefully result in sound monitoring and evaluation and yield outcomes of 
improved performance, curtail fruitless expenditure, provoke accountability and 
above all provide excellent service delivery to the public of the Eastern Cape. 
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                  Faculty of Health Sciences 
Summerstrand South Campus 
 
Tel. +27 (0)41 5042662    
Fax. +27 (0)41 5042854 
01 October 2013 
 
Exploring managers' experiences of a monitoring and evaluation dashboard in an 
Eastern Cape hospital complex  
 
Dear Respondent/ Colleague, 
 
I am a Masters student in the Faculty of Health Sciences at the Nelson Mandela Metropolitan University 
(NMMU) and am currently conducting research into the experiences of the introduction of a monitoring and 
evaluation dashboard in the East London Hospital Complex.  This research aims to explore managers’ 
experiences of the dashboard and its utilization as a monitoring and evaluation tool in the Eastern Cape 
Department of Health. 
 
It would be greatly appreciated if you could respond to the attached questionnaire so as to assist me in the 
completion of this research project.  All information will be treated in the strictest confidence. The results 
of this study will be used for research purposes only. Participants, who e-mail their responses, are assured 
that their identity will be kept confidential. 
 
The questionnaire should not take longer than 15 – 20 minutes to complete.  Please note that there is no right 
or wrong answer.  Your opinion and input is what matters most. 
 
Please either print the questionnaire and fax the completed document to me at 086 556 9979 / 043 – 709 
2571 or complete the soft copy of the document and e-mail to joy.scholl01@gmail.com or 
joy.scholl@impilo.ecprov.gov.za, by 02 November 2013.   
 
Thank you very much for your co-operation. 
 
Kind regards 
 
 
 
Joy Scholl  : Researcher 
Dr B. Pretorius : Research Supervisor   
• PO Box 77000 •  Nelson Mandela Metropolitan University 
• Port Elizabeth • 6031 •  South Africa 
• http://www.nmmu.ac.za 
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A GENERAL INFORMATION 
             Please mark your selection to the following questions with an X. 
    
1 The East London Hospital Complex (ELHC) comprises two hospitals, namely Frere and Cecilia Makiwane Hospital 
(CMH). Please indicate which section you report to: 
 Frere 1    
 CMH 2    
     
2 Please indicate your designation:    
 CEO 1    
 Hospital Manager 2    
 Director 3    
 Deputy Director 4    
 Assistant Director 5    
 HOD 6    
     
3 Please indicate whether you are:    
 Male 1    
 Female 2    
     
4 Please indicate to which age category you belong (for statistical purposes only): 
 20 – 29 1    
 30 – 39 2    
 40 – 49 3    
 50 – 59 4    
 60 + 5    
     
5 Please indicate your experience (number of years) as a manager in a hospital environment: 
 < 5 1    
 5 - 9 2    
 10 - 19 3    
 20 + 4    
     
6 Have you received formal training in Management?    
 Yes 1    
 No 2    
     
7 What type of department do you manage?     
 Clinical 1  Soft Services 6 
 Finance/ Supply Chain Management 2  Facilities/ Engineering/ Clinical Engineering 7 
 Administration 3  Institutional management 8 
 Human Resources/ Labour Relations 4  Other: (specify) 9 
 Information Technology/ Information Management 5    
   
8 Are the functions of your department budget dependent?     
 Yes 1    
 No 2    
  
9 Prior to the implementation of the dashboard at ELHC, had you previously worked with a dashboard, as a 
monitoring tool? 
 Yes 1 
 No 2 
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B EXPERIENCES OF MANAGERS WITH THE INTRODUCTION OF A DASHBOARD  
Below are a number of statements that describe the functioning and design of a dashboard.  Please indicate the extent of 
your agreement with these statements by placing an X in the appropriate column.  The columns are graded from 1 to 5.  
The number 1 denotes strong disagreement with a statement, and at the other end of the scale, 5 denotes strong 
agreement with the statement.   
Statements relating to the dashboard 
Extent of agreement 
Strongly disagree 
Disagree 
Neutral or no opinion 
Agree 
Strongly agree 
1 Access to information 
1.1 Data is easily accessible via the dashboard. 1 2 3 4 5 
1.2 Data can be compared over a period of time. 1 2 3 4 5 
1.3 The dashboard provides important information in a ‘snapshot’. 1 2 3 4 5 
1.4 The dashboard format is simple. 1 2 3 4 5 
1.5 The dashboard promotes transparency of quality information and results. 1 2 3 4 5 
1.6 The dashboard gives a balanced view of the organizational performance. 1 2 3 4 5 
2 The dashboard improves/ assists with the following: 
2.1 Awareness of underperformance in a department. 1 2 3 4 5 
2.2 Awareness where a department is excelling. 1 2 3 4 5 
2.3 Determining what needs to be done to improve performance. 1 2 3 4 5 
2.4 Measuring and reporting of quality indicators. 1 2 3 4 5 
2.5 Identifying quality improvement projects. 1 2 3 4 5 
2.6 Operational decision making. 1 2 3 4 5 
2.7 Empowering staff to actively make informed decisions. 1 2 3 4 5 
2.8 Cultivating proactive behaviour amongst managers. 1 2 3 4 5 
2.9 Cultivating proactive behaviour amongst employees. 1 2 3 4 5 
2.10 Service delivery in a department. 1 2 3 4 5 
2.11 Professional proficiency. 1 2 3 4 5 
2.12 Employee accountability. 1 2 3 4 5 
2.13 Comparison of performance with targets e.g. national norms. 1 2 3 4 5 
2.14 Monitoring of departmental cost drivers. 1 2 3 4 5 
2.15 Utilization of the budget 1 2 3 4 5 
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Statements relating to the utilization of the dashboard. 
Indicate N/A if the particular task is not part of your duties 
 
Extent of utilization 
Never 
Seldom 
Regularly 
Frequently 
Daily 
Not applicable (N/A) 
3 From 2012, I have been utilizing the dashboard to:  
3.1 Record patient statistics 1 2 3 4 5 N/A 
3.2 Record volume of work (statistics) 1 2 3 4 5 N/A 
3.3 Record statistics measuring service delivery 1 2 3 4 5 N/A 
3.4 Monitor work ratio per staff member per month 1 2 3 4 5 N/A 
3.5 Monitor the work ratio per staff member per day in a specific month 1 2 3 4 5 N/A 
3.6 Monitor services rendered to/for patients 1 2 3 4 5 N/A 
3.7 Monitor patient referrals 1 2 3 4 5 N/A 
3.8 Monitor supply costs/ expenditure 1 2 3 4 5 N/A 
3.9 Monitor revenue collection 1 2 3 4 5 N/A 
3.10 Monitor payment of suppliers 1 2 3 4 5 N/A 
3.11 Monitor budget line items specific to the department 1 2 3 4 5 N/A 
3.12 Monitor key performance indicators 1 2 3 4 5 N/A 
3.13 Monitor compliance and quality assurance requirements 1 2 3 4 5 N/A 
3.14 Monitor asset utilization 1 2 3 4 5 N/A 
3.15 Monitor maintenance of equipment e.g. annual service 1 2 3 4 5 N/A 
3.16 Monitor repairs of equipment 1 2 3 4 5 N/A 
3.17 Monitor time taken to complete repair 1 2 3 4 5 N/A 
3.18 Monitor stock 1 2 3 4 5 N/A 
3.19 Monitor staff absenteeism 1 2 3 4 5 N/A 
3.20 Monitor staff leave 1 2 3 4 5 N/A 
3.21 Monitor staffing e.g. adequate/ shortages/ utilization 1 2 3 4 5 N/A 
3.22 Patient satisfaction e.g. waiting times, complaints 1 2 3 4 5 N/A 
3.23 Monitor departmental projects 1 2 3 4 5 N/A 
3.24 Monitor adverse events/ incidents/ accidents 1 2 3 4 5 N/A 
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Strongly disagree 
Disagree 
Neutral 
Agree 
Strongly agree 
4 To what extent do you agree that the following are key elements of a dashboard: 
4.1 Link to the organization’s strategic plans and objectives 1 2 3 4 5 
4.2 Operational effectiveness 1 2 3 4 5 
4.3 Human resources e.g. utilization, absenteeism, vacant posts 1 2 3 4 5 
4.4 Finances e.g. costs of supplies, paying of suppliers 1 2 3 4 5 
4.5 Departmental caseloads and processes 1 2 3 4 5 
4.6 Risk management 1 2 3 4 5 
4.7 Adverse events / incidents 1 2 3 4 5 
5 Using the dashboard from 2012, it was possible to: 
5.1 Monitor and evaluate at an operational level. 1 2 3 4 5 
5.2 Monitor the completion of strategic objectives. 1 2 3 4 5 
5.3 Improve the efficiency and effectiveness of health services. 1 2 3 4 5 
5.4 Gather actionable information about your department’s performance. 1 2 3 4 5 
5.5 Display relevant data in a simple 1 – 2 page spreadsheet. 1 2 3 4 5 
5.6 Group relevant information 1 2 3 4 5 
5.7 Improve staff efficiency 1 2 3 4 5 
5.8 Accelerate decision making 1 2 3 4 5 
5.9 Streamline workflow processes 1 2 3 4 5 
5.10 Reduce oversights and errors 1 2 3 4 5 
5.11 Motivate employees to improve by proving the impact of their specific job on the 
organization.  
1 2 3 4 5 
5.12 Create ownership of departmental dashboards by managers 1 2 3 4 5 
5.13 Provoke thought and communication 1 2 3 4 5 
5.14 Use it as a tool for change 1 2 3 4 5 
5.15 Re-assess the indicators annually to align with departmental strategic plans and goals 1 2 3 4 5 
 
   
107 
 
C. ADDITIONAL INFORMATION 
1 What would you regard as your most positive experiences in utilizing the dashboard?  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2 What were the most negative aspects in utilizing the dashboard? 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. How can the negative aspects mentioned in point C2 be resolved? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
Thank you for your participation in completing the questionnaire. 
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Copies to:  
Supervisor: Dr B Pretorius        
Summerstrand South  
Faculty of Health Sciences  
Tel. +27 (0)41 5042121 Fax. +27 (0)41 5042854  
Nouwaal.Isaacs@nmmu.ac.za  
Student number: 205048595  
 
Contact person: Ms N Isaacs  
 
27 September 2013 
 
Ms J Scholl  
10 Sussex Road  
Vincent  
East London  
5247  
 
FINAL RESEARCH/PROJECT PROPOSAL: MA HEALTH AND WELFARE MANAGEMENT  
EXPLORING MANAGERS' EXPERIENCES OF THE INTRODUCTION OF A MONITORING AND 
EVALUATION DASHBOARD IN A HOSPITAL COMPLEX IN THE EASTERN CAPE  
 
Please be advised that your final research project was approved by the Faculty Research, 
Technology and Innovation Committee subject to the following amendments/recommendations being 
made.  
 
COMMENTS/RECOMMENDATIONS  
 
1.  FRTI recommended title:  
EXPLORING MANAGERS’ EXPERIENCES OF A MONITORING AND EVALUATION 
DASHBOARD IN AN EASTERN CAPE HOSPITAL COMPLEX  
2.  Dissemination of results (Work and time schedule)  
p15  
It was indicated that the findings would be presented at the National South African Radiology 
and Radiography Congress in August 2012. The proposal served at the November 2012 FRTI 
meeting.  
3.  Supportive literature  
The definition of concepts was not included.  
4.  Trustworthiness was not indicated.  
5.  Ethical considerations  
Concerns were expressed that if participants e-mail their responses, anonymity was lost as 
the email address would indicate whose responses it were. It was recommended that the 
researcher would ensure the confidentiality of the participants. The researcher has to alert the 
participants that their identity would be kept confidential if they were to e-mail their responses.  
 
Kind regards  
 
pp Ms N Isaacs  
Manager: Faculty Administration (Health Sciences)  
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